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EFFECTIVE AGAINST A WIDE RANGE 


GHLOROMY 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


In vitro studies continue to show that a wide variety of gram- 
positive and gram-negative microorganisms are highly sensitive to 
CHLOROMYCETIN (chloramphenicol, Parke-Davis).'~° 


Clinically, CHLOROMYCETIN “...has proved to be a particularly 
valuable agent in urinary tract infections,” where it is often effective 
against microorganisms resistant to other antibiotics.'° Among other 
infections against which CHLOROMYCETIN has produced excellent 
response are severe staphylococcal wound infections,®> Hemophilus 
influenzae'' and Hemophilus pertussis’? infections, and dysenteries 


caused by salmonellae and by shigellae.'” 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias 
have been associated with its administration, it should not be used indiscriminately or for 
minor infections. Furthermore, as with certain other drugs, adequate blood studies should 
be made when the patient requires prolonged or intermittent therapy. 


REFERENCES: (1) Roy, T. E.; Collins, A. M.; Craig, G., & Duncan, I. B. R.: Canad. M.A.J, 77:844 
(Nov. 1) 1957. (2) Schneierson, S. S.: J. Mt. Sinai Hosp, 25:52 (Jan.-Feb.) 1958. (3) Hasenclever, H. FE: 
J. Iowa M. Soc. 47:136, 1957. (4) Khoads, PB. §.: Postgrad. Med. 21:563, 1957. (5) Caswell, H. T., and 
others: Surg. Gynec. & Obst. 106:1, 1958. (6) Josephson, J. E., & Butler, R. W.: Canad. M.A.J. 77:567 
(Sept. 15) 1957. (7) Petersdorf, R. G.; Curtin, J. A., & Bennett, I. L., Jr.: Arch. Int. Med, 100:927, 
1957. (8) Waisbren, B. A., & Strelitzer, C. L.: Arch. Int. Med. 101:397, 1958. (9) Holloway, W. J., & 
Scott, E. G.: Delaware M. J. 29:159, 1957. (10) Murphy, J. J., & Rattner, W. H.: J.A.M.A. 166:616 
(Feb. 8) 1958. (11) Neter, E., & Hodes, H. L.: Pediatrics 20:362, 1957. (12) Woolington, S$, S.; Adler, 
S. J., & Bower, A. G., in Welch, H., & Marti-Ibaiiez, E: Antibiotics Annual 1956-1957, New York, 
Medical Encyclopedia, Inc., 1957, p. 365. 
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IN VITRO SENSITIVITY OF THREE COMMON PATHOGENS 
TO CHLOROMYCETIN AND TO A WIDELY USED ANTIBIOTIC GROUP* 


STAPHYLOCOCCUS PYOGENES 


518 strains CHLOROMYCETIN 96% 


523 strains ANTIBIOTIC GROUP 61% 


PROTEUS MIRABILIS 


46 strains CHLOROMYCETIN 89% 


46 strains é ANTIBIOTIC GROUP 3% 


PSEUDOMONAS AERUGINOSA 


55 strains CHLOROMYCETIN 38% 


64 strains ANTIBIOTIC GROUP 14% 


20 40 oo 


*Adapted from Roy, T. E.; Collins, A. M.; Craig, G., & Duncan, I. B. # r 7 - 1) 1957. 
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Meprospan 


ROBAMATE IN PROLONGED RELEASE CAPSULES 





® maintains constant level of relaxation 
® minimizes the possibility of side effects 
*simplifies patient’s dosage schedule 


Dosage: Two Meprospan capsules q. 12 h. 
Supplied: Bottles of 30 capsules. 
Each capsule contains: 
Meprobamate (Wallace) 200 mg. 
2-r 2-n-propyl-1,3-propa amate 
Literature and samples on request. 


M WALLACE LABORATORIES, New Brunswick, N. J 


CME-6598-48 


* rRace-mann 
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Floraquine 


Whenever a woman complains of vaginal dis- 
charge with pruritus, a trichomonal infection! 
must be suspected. Moniliasis, the second most 
frequent cause? of leukorrhea, often occurs* in 
conjunction with diabetes mellitus, pregnancy 
and estrogen or broad spectrum antibiotic ther- 
apy. Commonly used douches wash away nor- 
mal acid secretions and protective Déderlein 
bacilli, thus tending to aggravate the problem. 

Floraquin, containing Diodoquin® (diiodo- 
hydroxyquin, U.S.P.), eliminates infection and 
provides boric acid and sugar to restore the 
acidic pH which favors replacement of patho- 
gens by normal Déderlein bacilli. The danger 
of recurrence is thus minimized. 

Pitt reports? consistently good results after 
daily vaginal insufflation of Floraquin powder 
for three to five days, followed by acid douches 
and the daily insertion of Floraquin vaginal tab- 
lets throughout one or two menstrual cycles. 


June, 1958 





Destroys Common Vaginal Pathogens; 
Rebuilds Normal Bacterial Barrier 


Intravaginal Applicator for Improved 
Treatment of Vaginitis— 


This smooth, unbreakable, plastic plunger de- 
vice is designed for simplified insertion of Flora- 
quin tablets by the patient; it places tablets in 
the fornices and thus assures coating of the 
entire vaginal mucosa as the tablets disintegrate. 
A Floraquin applicator is supplied with each 
box of 50 tablets. 

G. D. Searle & Co., Chicago 80, Illinois. Re- 
search in the Service of Medicine. 


1. Davis, C. H.: Trichomonas Vaginalis Infections: A 
Clinical and Experimental Study, J.A.M.A. /57:126 
(Jan. 8) 1955. 

2. Pitt, M. B.: Leukorrhea, Causes and Management, 
J.M.A. Alabama 25:182 (Feb.) 1956. 

3. Lang, W. R.: Recent Advances in Vaginitis, Phila- 
delphia Med. 5/:1494 (June 15) 1956. 
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Gastric distress accompanying “predni-steroid™ 


therapy is a definite clinical problem —well 
documented in a growing body of literature. 


*x“In view of the beneficial re **It is our growing convic- 
sponses observed when antacids tion that all patients recely 


and bland diets were used concom oral steroids should tal 


itantly with predni and predni < after food or 
solone. we feel that these measures quate buffering witha 
should he empl ved pre phylacti or magnesium hydrox 
cally to offset any gastrointestinal arations.” Sige 
side effects. Dordick, J. R. et al Ensign DD ( 

N. Y. State J. Med. 57:2049 (June State M. A. 54 


15) 1957. 


One way to make sure that patients receive 


full benefits of “predni-steroid” therapy plus 
positive protection against gastric distress is 
by prescribing CO-DELTRA OF CO-HYDELTRA. 


provide all the benefits 
bd of “Predni-steroid” therapy — 
@ plus positive antacid protection 


PREDNISONE BUFFERED 


multiple compressed tablets 


o-Hydeltra. 


PREDNISOLONE BUFFERED 


against gastric distress 





2.5 mg. or 5.0 mg. of prednisone 
or prednisolone, plus 300 mg. of 
dried aluminum hydroxide gel 
and 50 mg. magnesium trisili- 
cate, in bottles of 30, 100, 500. 





MERCK SHARP & DOHME vision of MERCK & CO., Inc., Philadelphia 1, Pa €p 
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NEW published reports 
of clinical studies show: 


Decisive 
skeletal muscle relaxation 
with 


“Excellent,’’ “marked,”' “pronounced’’’ or “sig- 
nificant’’’ results in 75.3% of cases of acute skeletal 
muscle spasm, and moderate results in 20.3% — or 
an over-all beneficial response in 95.6%. Other 


important advantages: 


2,3,4,6,7,8 


e Highly potent and long acting. 


e Relatively free of adverse side effects."*”° 


e In ordinary dosage does not reduce normal 
muscle strength or reflex activity.” 





Summary of four published clinical studies 


ROBAXIN BENEFICIAL IN 95.6% OF CASES 


en 


Ans ak eet des 
CONDITION 


bg 


STUDY 1' 


Skeletal muscle spasm 
secondary to acute trauma 


STUDY 2? 
Herniated disc 
Ligamentous strains 
Torticollis 


Whiplash injury 
Contusions, fractures, 
and muscle soreness due 
to accidents 


STUDY 3° 
Herniated disc 
Acute fibromyositis 
Torticollis 


STUDY 4° 
Pyramidal tract and 
acute myalgic disorders 


TOTALS 








Comments on Robaxin by investigators 


OF ACUTE SKELETAL MUSCLE SPASM":*** 
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LIAISON COMMITTEE WITH MICHIGAN 
VETERANS ORGANIZATIONS 
William Bromme, M.D., Chairman..10 Peterboro, Detroit 
L. C. Carpenter, eve atoning 
54 College Ave. S.E., Grand Rapids 

1146 Tenth Ave., Menominee 

815 N. Michigan, Saginaw 
E. F. Sladek, M.D. 123 E. Front St., Traverse City 
G. W. Slagle, M.D. ..203 N.E. Capitol, Battle Creek 


COMMITTEE ON RURAL MEDICAL SERVICE 

H. B. Zemmer, M.D., Chairman ...Lapeer 
D. C. Bloemendaal, M.D.. 47 E. Main St., ‘Zee land 
F. M. Burroughs, M.D 11 Wilson, Grandville 
J. H. Fyvie, M.D.. 202 S. Cedar St., Manistique 
T. B. Hill, M.D 103 W. Main St., Lowell 
F. D. Richards, M.D Dewitt 
J. R. Rodger, M.D. : Bellaire 
R. W. Spalding, M.D Box 900, Lansing 
C. F. Wible, M.D. Sebewaing 


W. S. Jones, M.D...... 
J. E. Manning, M.D. 


MEDICAL PROCUREMENT ADVISORY 
COMMITTEE 
C. I. Owen, M.D., Chairman Grace Hospital, Detroit 
M. J. Capron, M.D 618 Post Bldg., Battle Creek 
W. H. Huron, M.D. 106 W. “B” St., Iron Mountain 
E. C. Miller, M.D. 101 W. John St., Bay City 
E. A. @akes, M.D. 401 River St., Manistee 
Reet R es MOONS MD ao aici 2s desis csuowcenissdcaien tabs xenbanspcodpndean 
1515 David Whitney Bldg., Detroit 
H. H. Stryker, M.D. 903 Edgemoor, Kalamazoo 
SPECIAL COMMITTEE TO MEET WITH 
MICHIGAN DEPARTMENT OF SOCIAL WELFARE 
G. W. Slagle, M.D., Chairman ; 
203 N.E. C apitol, Battle Creek 
110 E. Fulton, Grand Rapids 
...610 Post Bldg., Battle Creek 
Mercywood Hospital, Ann Arbor 


F. L. Doran, M.D...... 
Wilfrid Haughey, M.D. 
L. E. Himler, M.D. 


COMMITTEE ON STUDY OF INSURANCE 
PROGRAM FOR MSMS MEMBERS 
M. A. Darling, M.D., Chairman.. : 
673 Fisher Bldg., Detroit 
1604 Dime Bldg., Detroit 
441 E. Jefferson Ave., Detroit 
K. H. Johnson, M.D.....1116 Mich. Nat’! Tower, Lansing 
W. S. Jones, M.D. .......1146 Tenth Ave., Menominee 
J. D. Miller, M.D.....50 College Ave. S.E., Grand Rapids 
. P. Wickliffe, M.D. 1167 Calumet Ave., Calumet 


T 
COMMITTEE ON BLOOD BANKS 
R. 
J. 


Mr. Lester P. Dodd 
L. Fernald Foster, M.D 


L. Mainwaring, M.D., Chatrman 
1910 Russell, Dearborn 
H. Ahronheim, M.D 1410 Grenwood, Jackson 
W. G. Gamble, M.D. 2010 Fifth Ave., Bay City 
E. = - Jennings M.D. ....432 E. Hancock, Detroit 
J. A. Kasper, M.D.......Bon Secours Hospital, Grosse Pte 

D. L. Kessler, M.D... 

1610 Robinson Rd. S.E.. 
R. E. Lininger, M.D. 700 Empire Ave., Benton Harbor 
L. W. Walker, M.D. St. Lawrence Hospital, Lansing 


LIAIS@N COMMITTEE WITH MICHIGAN 

MEDICAL SERVICE 

J. M. Wellman, M.D., Chairman = 

301 Seymour St. Lansing 
10 Pete srboro, Detroit 


Grand Rapids 


William Bromme, M.D 

L. C. Carpenter, M_D......... 
54 College Ave. S.E., “Grand Rapids 

B. M. Harris, M.D. 220 Pearl St. , Ypsilanti 

W. H. Huron, M.D......... 106 W. “B” St., Iron Mountain 

H. J. Meier, M.D .87 W. Pearl St., Coldwater 

D. Bruce Wiley, M.D. ...45310 Van Dyke, Utica 
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HOSPITAL RELATIONS COMMITTEE 
Raphael Altman, M.D., Chairman. 

1052 Maccabees Bldg., Detroit 
A. H, Kretchmar, M.D.....608 First National Bldg., Flint 
J. W. Logie, M.D 833 Lake Drive, Grand Rapids 
E. P. Vary, M.D. 608 First National Bldg., Flint 
Arch Walls, M.D 17201 W. MeNichols, Detroit 


COMMITTEE ON STUDY OF BASIC 

SCIENCE ACT 

H. A. Furlong, M.D., Chairman, 940 Riker Bldg., Pontiac 
D. W. Thorup, M.D.....610 Fidelity Bldg., Benton Harbor 
C. E. Umphrey, M.D...15300 W. McNichols Rd., Detroit 
Mr. Lester P. Dodd (Advisor)..1604 Dime Bldg., Detroit 


LIAISON COMMITTEE WITH MICHIGAN STATE 
BOARD OF REGISTRATION IN MEDICINE 
G. W. Slagle, M.D., Chairman : 
203 N.E. Capitol, Battle Creek 
L. Fernald Foster, M.D.....441 E. Jefferson Ave., Detroit 
A. C. Furstenberg, M.D. 
University of Michigan Medical School, Ann Arbor 
. H. Scott, Wie ee ee 
Wayne State University ( ‘olle ge of Medicine, De etroit 
E. W. Schnoor, M.D., 26 Sheldon Ave. S.E., Grand Rapids 
E. C. Swanson, M.D.. ..Stevens T. Mason Bldg., Lansing 


LIAISON COMMITTEE WITH STATE 
EXECUTIVE OFFICE 
G. W. Slagle, M.D., Chairman 
203 N.E. Capitol, Battle Creek 

L. Fernald Foster, M.D.......441 E. Jefferson Ave., Detroit 
B. M. Harris, M.D. ....220 Pearl St., Ypsilanti 
K. H. Johnson, M.D.....1116 Mich. Nat’l Tower, Lansing 
Ralph W. Shook, M.D. 

611 American National Bank Bldg., Kalamazoo 
D. Bruce Wiley, M.D. 45310 Van Dyke, Utica 


COMMITTEE ON “BIG LOOK” 
W. S. Jones, M.D., Chairman i 
1146 Tenth Ave., Menominee 
L. Fernald Foster, M.D.....441 E. Jefferson Ave., Detroit 
W. A. Hyland, M.D. : Metz Bldg., Grand Rapids 
K. H. Johnson, M.D.....1116 Mich, Nat’l Tower, Lansing 
O. B. McGillicuddy, M.D. 
1816 Michigan National Tower, ‘. ansing 
G. B. Saltonstall, M.D., Charlevoix 
Ralph W. Shook, M.D. 
611 American National Bank Bidg., Kalamazoo 
G. W. Slagle, M.D 203 N.E. Capitol, Battle Creek 
Arch Walls, M.D. 17201 W. MeNichols, Detroit 


Subcommittee on Site 
K. H. Johnson, M.D., Chairman 
1116 Mich. Nat’l Tower, Lansing 
Metz Bldg., Grand Rapids 
1146 Tenth Ave., Menominee 


W. A. Hyland, M.D. 
W. S. Jones, M.D. / 
O. B. McGillicuddy, M.D. ; 
1816 Michigan National Tower, Lansing 
Ralph W. Shook, M.D.. ; Saad 
611 American Nz ational Bank Bldg. Kalamazoo 


SPECIAL ADVISORY COMMITTEE ON 
WCMS HEADQUARTERS FILM 
W. B. Harm, M.D., Chairman 
5884 Vernor Hwy., Detroit 

-Medical Concourse, 
Northland Center, Detroit 
L. R. Leader, M.D.....1129 David Whitney Bldg., Detroit 
A. E. Schiller, M.D.....1737 David Whitney Bldg., Detroit 
W. W. Babcock, M.D. (ex officio) 

868 Fisher Bldg. “Detroit 
(Continued on Page 796) 
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"Most likely 
candidate 
; for ORINASE" insulin: 


ages: 


now more than 250,000 
diabetics enjoy oral therapy 


In the presence of a functional 
pancreas, Orinase effects the production 
and utilization of native insulin via 
normal channels. 

















a " 

















BONADOXIN 


stops morning sickness but... | 
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relief with BONADOXIN in 1534 patients* 
good or excellent. ...... . 87.8% 
fair or moderate ........ 8.6% 
0 aa ee, 


*Summary of published clinical studies. 


Better tomes 
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f... BONADOXIN’ 


doesn't 
stop ‘*... tolerance was excellent, 


‘with no drowsiness resulting. 


the ‘*No side reactions 
2 


were observed... .’ 


patient Each pink-and-blue tablet contains: 


Pyridoxine HCl... .50 mg. 
Meclizine HCl 
Bottles of 25 and 100. 
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Now also available as 
BONADOXIN DROPS 


1. Weinberg, A., and Werner, W. E. F.: Am. 


eR Pract. & Digest Treat. 6:580 (April) 1956. 
ve 2. Codling, J. W., and Lowden, R. J.: North- 
a west Med. 57:331 (March) 1958. 
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a 


¥ 





Committees of The Council, 1957-1958 


(Continued from Page 792) 


SPECIAL COMMITTEE ON VA HOME-TOWN 
MEDICAL CARE PROGRAM 


William Bromme, M.D., Chairman..10 Peterboro, Detroit 
H. Waldo Bird, Jr., M.D. 1313 E. Ann St., Ann Arbor 
W. S. Jones, M.D...... 1146 Tenth Ave., Menominee 
G. Thomas McKean, M.D ; 
1515 David W hitney ‘Bidg., ‘Detroit 
G. W. Slagle, M.D 203 N.E. C apitol, Battle Creek 
Mr. J. C. Ketchum 441 E. Jefferson Ave., Detroit 


COMMITTEE ON UNIFORM FEE SCHEDULE 
FOR GOVERNMENTAL AGENCIES 


T. H. Hunt, M.D., Chairman....19431 Van Dyke, Detroit 
R. J. Armstrong, M.D...605 Hanselman Bldg., Kalamazoo 
J. D. Fryfogle, M.D....... 655 Fisher Bldg., Detroit 
Bernard Goldman, M. Pesan atbnnige 
243 S. Gratiot Ave. Mt. Clemens 
.1429 David Whitney ’Bidg., Detroit 
Providence etadnei Detroit 


C. K. Hasley, M.D. 
D. H. Kaump, M.D.. 
R. F. Kernkamp, M.D.......... 
1204 David Broderick Tower, “Detroit 
F. E. Luger, M.D.............303 N. Jefferson Ave., Saginaw 
O. M. Randall, M.D..... ee 
802 American State Bank Bldg. Lansing 
D. C. Somers, M.D...2338 N. Woodward Ave. , Royal Oak 
George VanRhee, | 8 ee 
323 Peoples Bank Bldg. ‘Port Huron 
Frank Van Schoick, M.D. 419 W. High St., Jackson 
F. P. Walsh, M.D ..205 Professional Bldg., Detroit 


MEDICAL CARE INSURANCE COMMITTEE 


M. L. Lichter, M.D., Chairman......... 

2900 Oakwood Blvd., Melvindale 
J. J. Lightbody, M.D.....501 David Whitney Bldg., Detroit 
J. W. Logie, M.D.....833 Lake Drive S.E., Grand Rapids 
R. L. Mainwaring, M.D. .1910 Russell, Dearborn 
D. G. Pike, M.D. ...876 E. Front St., Traverse City 
F. C. Ryan, M.D ...507 S. Burdick, Kalamazoo 
W. F. Strong, M.D. .800 Chippewa, Ontonagon 


COMMITTEE ON SELECTION OF ASSISTANT 
SECRETARY AND DIRECTOR OF SCIENTIFIC 
ACTIVITY 


W.B. Harm, M.D., Chairman, 5884 Vernor Hwy., Detroit 
W. A. Hyland, M.D Metz Bldg., Grand Rapids 
W. M. LeFevre, M.D 289 W. Western, Muskegon 
Ralph W. Shook, M.D 
611 American Nation i] Bank Bidg., Kalamazoo 
Arch Walls, M.D. .17201 W. McNichols Rd., Detroit 
L. Fernald Foster, M.D. (Advisor) 
441 E. Jefferson Ave., Detroit 


COMMITTEE TO REVIEW THE PROBLEM OF 
MEDICAL-PROFESSIONAL LIABILITY 


C. E. Umphrey, M.D., Chairman....... 

s" 5300 W. Mc Nichols Rd., De troit 
Charles H. Clifford, M.D.. : 10 Peterboro, Detroit 
Mr. Lester P. Dodd 1604 Dime Bldg., Detroit 


ADVISORY COMMITTEE TO MICHIGAN 
MULTIPLE SCLEROSIS CENTER 
Russell N. DeJong, M.D., Chairman 

University Hospital, Ann Arbor 
James Nunn, M.D. ...106 W. Davison, Detroit 
J. S. Rozan, M.D.....511 Bank of Lansing Bldg., Lansing 
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HEALING ARTS STUDY COMMITTEE 


B. M. Harris, M.D., Chairman....220 Pearl St., Ypsilanti 
F. E. Ludwig, M.D. ...916 Seventh St., Port Huron 
G. B. Saltonstall, M. D.. sscasedessseors OMAPIOVORE 
G. W. Slagle, M.D.... 203 N. E “Capitol, Battle Creek 
Arch Walls, M.D. 7 7201 W. McNichols Rd., Detroit 
H. B. Zemmer, MD. Lapeer 


COMMITTEE FOR LIAISON WITH 
HOSPITAL ADMINISTRATION 


D. Bruce Wiley, M.D., Chairman, 45310 Van Dyke, Utica 
L. Fernald Foster, M.D.......441 E. ae Ave., Detroit 
C. Allen Payne, M.D......... 
1840 Wealthy St. S. E, Grand Rapids 
203 N.E. C apitol, Battle Creek 
17201 W. MecNichols Rd., Detroit 


G. W. Slagle, M.D. 
Arch Walls, M.D. 


MSMS REPRESENTATIVES: LIAISON COMMITTEE 
TO MICHIGAN SOCIETY OF NEUROLOGY 
AND PSYCHIATRY AND MICHIGAN 
PSYCHOLOGICAL SOCIETY 


Z. S. Bohn, M.D., Chairman 
P. A. Martin, M.D. 
H. B. Zemmer, M.D 


10 Peterboro, Detroit 
.17185 Muirland, Detroit 
: .Lapeer 


COMMITTEE ON VOCATIONAL 
REHABILITATION 


F. C. Swartz, M.D., Chairman 
215 N. Walnut St., Lansing 
W. R. Klunzinger, M.D. 326 W. Ionia St., Lansing 
James W. Rae, M.D. 
Rehabilitation Cent U. of M., Ann Arbor 
John Bielawski, M.D. 922 Mace abees Bidg., Detroit 
John O. Goodsell, M.D ...408 Jefferson, Saginaw 
A. S. Narotzky, M.D. Miracle Circle, Ishpeming 
John M. Schwartz, M.D.....4300 S. Saginaw St., Flint 2 


LIAISON COMMITTEE WITH MICHIGAN 
HOSPITAL ASSOCIATION 


L. Fernald Foster, M.D., Chairman 
441 E. Jefferson, Detroit 
C. Allen Payne, M.D 
1840 Wealthy St. S.E., Grand Rapids 
W. S. Reveno, M.D. 958 Fisher Bldg., Detroit 2 
G. W. Slagle, M.D. 203 N. E. Capitol, Battle Creek 
D. Bruce Wiley, M.D. 45310 Van Dyke, Utica 


LIAISON STUDY COMMITTEE ON HOSPITAL 
STAFF PAYMENTS WITH MICHIGAN 
MEDICAL SERVICE 
Muir Clapper, M.D., Chairman....... fee. 
1401 Rivard St., Detroit 26 
B. E. Brush, M.D. 2799 W. Grand Blvd., Detroit 
O. B. McGillicuddy, M.D. 
1816 Michigan Nat’l Tower, Lansing 
H. C. Mack, M.D. ...955 Fisher Bldg., Detroit 2 
R. B. Nelson, M.D. University Hospital, Ann Arbor 
J. R. Pedden, M.D. (Jr.) 
445 Cherry St. S.E., Grand Rapids 
Julien Priver, M.D .6741 W. Outer Dr., Detroit 35 
J. W. Rice, M.D. 421 McNeal St., Jackson 
C. K. Stroup, M.D. 2002 E. Court St., Flint 
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hay fever 
nonseasonal rhinitis 
nasopharyngitis 
rhinitis 
nasal congestion 


weed 
out 
budding 
allergies 
with 


VIETRETON 


NASAL SPRAY 


METICORTELONE plus CHLOR-TRIMETON 


unique ‘Meti’’steroid-antihistamine combination 


quick nasal clearing —easy breathing within min- 
utes ... without rebound 

shrinks nasal polyps—helps revive sense of smell 
prolonged effect—aids drainage, relieves itch, con- 
trols discharge . . . lastingly effective 

broad range of use—cardiac, hypertensive, preg- 
nant and elderly patients are safe from sympathomi- 
metic vasoconstrictor effects 

15 ce. plastic squeeze bottle. 

Each cc. of METRETON Nasal Spray contains 2 

acet 


nta 
cetate and 3 mg. (0.3%) chlorprophenpyridamine gluconate in a nop 
irritating isotonic vehicle. 











Mericorten and Cuton-Tarmeron with Ascorbic Acid 


response without fail by the systemic route 

Merreron Tablets provide uniquely effective 
antiallergic, anti-inflammatory benefits in hard- 
to-control allergies. Added ascorbic acid helps 


counter stress and prevents vitamin C depletion. 


hi 


Each METRETON Tablet contains 2.5 mg. predni 


safe and well tolerated 

METRETON contains MeTIcoRTEN, the steroid 
that does not cause fluid or electrolyte disturb- 
ance in average dosage schedules, and CHLor- 
TRIMETON, the antihistamine noted for its 
remarkable record of safety and effectiveness. 





2 mg. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


v 


maleate and 75 mg. ascorbic acid, 


Each ce. of METRETON Ophthalmic Suspension con- 
tains 2 mg. (0.2%) prednisolone acetate and 3 mg. 
(0.3%) KL p ph PY 4. 7 os 

Metreton,® brand of corti 
Merticortetons,® brand of prednisolone. 
Mericorten,® brand of prednisone, 


Curon-Taimeton,® brand of chlorprophenpyridamine 
preparations, 


Meti —1t.m, — brand of corticosteroids. 
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probably the easiest-to-use x-ray table in its field 
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Choice of rotating 
radiography (and vice verse bite lilelalels melalele| 
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know why? look . .. 
1 On this board you select the bodypart you want to x-ray 
2 Set its measured thickness 
3 Press the exposure button 


That's all there is to it. No time, KV, or MA adjusting to do. 
No charts to check, no calculations to make. 


obviously as canny an x-ray investment as you can make 
Modest cost 
Excellent value 
Prestige ‘‘look’’ 


Top Reputation (significantly, ““Century”’ trade-in value has long been highest in its field) 
And you can rent if you prefer. 


Call in your Picker representative (he’s probably in your local ‘phone book) 
or write: PICKER X-RAY CORPORATION 25 South Broadway, White Plains, N. Y 


a a eve 
diagnostic x-ray unit 


OETROIT 21, MICH., 8514 W. McNichols Road Flint, Mich., 4734 Canterbury Lane 
Battle Creek, Mich., 231 Eldred Street Pontiac, Mich., 38 Spokane Drive 
Grand Rapids 8, Mich., 48 Honeoye S.W 
June, 1958 
Say you saw it in the Journal of t Michigan State Medical Soctet) 





Blue Cross- Blue Shield Meeting 


The National Conference of Blue-Cross-Blue 
Shield, held at the Edgewater Beach Hotel in 
Chicago, April 27-May 1, 1958, was very well- 
attended. More than a thousand were regis- 
tered. On the second day, there were 509 dele- 
gates, members of boards and personnel registered, 
not counting the ladies. This number included 
twenty-five from Michigan. On account of the 
interlocking and dual membership of many Blue 
Cross and Blue Shield programs, the two organiza- 
tions were scheduled on alternate meetings— Blue 
Cross with a business meeting, and Blue Shield 
with a program meeting. 

On Sunday, April 27, registration started at 
8 o’clock. At 9 o’clock, Blue Shield plans had 
business meeting including an address by President 
A. J. Offerman, of Omaha. After the call to 
order, there were greetings from the host city, roll 
call, minutes of the 1957 annual conference, re- 
ports of officers, reports from finance committec 
on budget and dues, other committee reports, un- 


finished business and new business. 


Dr. Offerman made a very comprehensive and 


instructive address. In order to give an impres- 


sion of belief and opinion, about five paragraphs 


from his address are herewith quoted: 


“Our membership in all Plans has expanded to ovet 
+2 million, and the amount of money paid to physicians 
now exceeds 500 million dollars.” 


“The Commission has made a definitive statement on 
the Forand Bill. In my opinion, Blue Shield with its 
ability and willingness to cover those individuals over 
sixty-five years of age is the most potent argument 
against this bill. Incidentally, it is estimated according 
to our present information that of the 42 million people 
we now cover in our Plans, 6'/2 per cent of these people 
are over 65 years of age. It is extremely important that 
Blue Cross, Blue Shield, the American Medical Associa- 
tion, and the American Hospital Association remain 
closer allied and permanently committed to oppose the 
Forand Bill or similar legislation in order to preserve 
the freedom of medical and hospital practice.” 


‘The attitude of some segments of the profession has 
recently caused concern about the future of Blue Shield 
and the consequent effect on medical practice as a free 
and independent enterprise. As I have repeatedly stated, 
I am sure the medical profession has been extremely 
fortunate that the public has seen fit to preserve its 
own independence and freedom by contributing funds 
to a prepaid medical program sponsored and supported 
by the medical profession, and at a premium far above 
what some of us originally felt they would be willing 
to pay. As a result, many patients originally treated 
on a charity basis, have now become private patients 
with a consequent increase in physician income. That 
this is a fact, is substantiated by the concern of medical 
schools about the lack of available teaching material 
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From the human standpoint this is good, because tt 
preserves the dignity of the individual as one willing 
and able to pay his way for medical and_ hospital 
service.” 

“The people have accepted the principle of prepaid 
medical care, and it seems a foregone conclusion that 
they are going to obtain medical care by either voluntary 
contribution to a private enterprise program or by 
social security taxes for a government program. Blue 
Shield is no longer a temporary measure to defeat so 
cialized medicine. Prepayment is now a permanent part 
of the economy of the country.” 


“Tt has been said that the spirit of a free nation 
is composed equally of its memories and its hopes. Let 
us be mindful of the memories of depression days and 
wards of free charity patients that many a young physi 
cian has never known and hope that this will not recur 
It will not recur if we remain dedicated to the funda 
mental concept on which Blue Shield was founded 
namely, that prepayment for professional services through 
a voluntary program sponsored by the physicians them 
selves is in the best interest of the public and in keep 
ing with the traditions of medical practice which have 
resulted in the attainment of a standard medical car 
without parallel anywhere in the world today.” 


In the afternoon there was a joint program of 
Blue Cross and Blue Shield. Robert T. Evans, 
of Chicago, chairman of the Joint Executive Com- 
mittee, presided. After the invocation, a welcome 
was given by Robert T. Sherman of Chicago, 
President of the Hospital Service Corporation and 
Percy E. Hopkins, M.D., of Chicago, President of 
the Illinois Medical Service. There were two pri 
pared addresses. Unfortunately, they were not 
premimeographed for distribution. The Honorable 
Arch E. Northington of Nashville, Vice President 
of the National Association of Insurance Commis- 
sioners, the Commissioner of Insurance and Bank 
ing of the State of Tennessee, gave a very in 
teresting talk on state’s rights and public relations 
Melchior Palyi, Ph.D., Chicago, consulting econo- 
mist and author of several books on economics 
and socio-medical problems, gave a very analytical 
and interesting talk on “The Nationalization of 
Health Services,” in which he pointed out what 
has happened in nearly every country in the world 
and what is happening piecemeal in this country 

A reception was held in the evening for the 
men and ladies. 

Monday, starting at 9 a.m., four reference com- 
mittees were in session, and each delegate, repre- 
sentative, or personnel officer was urged to appear 
These committees were: Committee on Commit- 


tee Reports, Committee on Constitution and By- 
(Continued on Page 800) 
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Three Strengths — 

PHENAPHEN NO. 2 

Phenaphen with Codeine Phosphate 1 gr. (16.2 mg.) 
PHENAPHEN NO. 3 

Phenaphen with Codeine Phosphate 1 gr. (32.4 mg.) 
PHENAPHEN NO. 4 

Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.) 
Also — 

PHENAPHEN ein each capsule 
Acetylsalicylic Acid 2% gr. . (162 mg.) 
Phenacetin 3 gr. ....... (194 mg.) 
Phenobarbital 4 gr. (16.2 mg.) 
Hyoscyamine sulfate (0.031 mg.) 


PHENAPHEN wits CODEINE & 


Robins 
A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


Ethical Pharmaceuticals of Merit since 1878 
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laws, Committee on Officers’ Reports, and Com 
mittee on New Business. 

At 12:30 each day, luncheon was served in the 
Polynesian Village at small tables of eight to 
twelve. In the afternoon, the Blue Shield attor- 
ney’s conference was held. Howard Hassard, at- 
torney for Blue Shield from San Francisco, pre- 
sided. The discussion was opened by Artemus 
C. Leslie, of Pittsburgh, who has been Commis- 
sioner of Insurance for Pennsylvania. He talked 
about the problems of the insurance commission- 
ers and the Blue Shield and told of numerous in- 
stances, reporting a couple of cases which had 
gone to court. Barron K. Grier, of Washington, 
D. C., gave a report on the legislative situation in 
Washington with remarks about the bills in which 
physicians are or should be interested. 

On Tuesday morning, April 29, there was a 
Layton, M.D., Kansas 
City, Trustee of the Surgical-Medical Care plan, 
gave a paper entitled “Charting a Course for 
Progress in Blue Shield.” He discussed public re- 


lations matters and co-operation with the public. 


program report. Ira C. 


He recalled that three years ago, James Bryan 
published a paper in Medical Economics entitled, 
“Blue Shield Faces Hour of Decision,” in which 
was the statement,” if Blue Shield is to do the job 
it was created for, it must focus on at least seven 
specific aims.” These aims are not yet accom- 
plished but much has been done. In conclusion, 
he quoted from Giuseppe Mazzini: “Slumber not 
in the tents of your fathers. The world is ad- 
vancing—advance with it.’ And from Francis 
Bacon: “He that will not apply new remedies must 
expect new evils.” 

On Tuesday afternoon, there was a medical di- 
rectors’ conference to which all were invited. The 
topic of the conference was “Relative Value Fee 
Schedule on a National Basis.” Moderator was 
H. R. Pezzuti, M.D., of Harrisburg, Medical Di- 
rector of the Medical Services Association of Penn- 
sylvania. The opening address was given on “The 
Connecticut Version” by W. H. Horton, M.D.., 
New Haven, Executive Director of the Connecti- 
cut Medical Service, Inc. He outlined research 
work that was done five or six years ago in Con- 
necticut. The theory behind the relative value 
fee schedule, the reasons for it. and what it was 
attempting to accomplish, that is, to equalize the 
values and efforts, time, knowledge, skill necessary 


for the service which it is rendered, including also 
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its value to the patient, was never brought into 
effect in Connecticut. C. D. Moll, M.D., of De- 
troit, Medical Director of Michigan Medical Serv- 
ice, discussed the reasons why Michigan adopted 
the relative value fee schedule. He gave a very 
elaborate and enlightening discussion of the rea- 
sons, what is to be accomplished, how the schedule 
was adapted from the California program and 
what the California program attempted to do and 
is doing. In Michigan, there is only one Blue 
Shield and that is an integral part of the Michigan 
State Medical Society, the House of Delegates be- 
ing the membership and electing the Board of 
Trustees. Two independent committees have been 
working for nearly two years: Dr. Owens’ Com- 
mittee representing the House of Delegates, and 
Dr. Slagle’s committee, representing The Council. 
Preliminary reperts made to The Council in Janu- 
ary, 1957, warranted the calling of a special meet- 
ing of the House of Delegates for April 27, 1957 
This was the second such meeting of the House 
of Delegates in its entire fifty-five years of history 
An opinion study was authorized (which Dr. Moll 
exhibited) involving about 60,000 questionnaires 
to the public, about 1,000 extended personal inter- 
views, and two questionnaires to the Medical So- 
ciety members. This survey, which was completed 
the day before the September meeting of the So- 
ciety, and the two committee reports indicated 
the interest of the profession in a relative value 
scale. 

Dr. George W. Slagle, President of the Michigan 
State Medical Society and chairman of the Slagle 
Committee, by request made some interesting and 
relative remarks and answered questions. 

Nicholas F. Alfano, M.D., Newark, Executive 
Vice President and Medical Director of the Medi- 
cal-Surgical Plan of New Jersey, made comments 
telling of the experience and attempts of the New 
Jersey plan. An open discussion and many ques- 
tions followed, The meeting lasted about two and 
a half hours. 

On Wednesday, April 30, the business session of 
the Blue Shield Plans was presided over by Di 
Offerman, of Omaha, President of Blue Shield 
Medical Care Plans. 


Reports of the referenc: 


committees were received and acted upon piece- 


mal, with discussion and some changes. Each com- 
mittee had many pages of reports indicating very 
thorough study of the problems and shrewd an 


alyses. 


(Continued on Page 802) 
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Patients with dust allergics frequently experience 
marked discomfort during home cleaning activities 
due to dust and dirt in the air. The Filter Queen 
Home Sanitation System relieves such distress by 
removing the cause. It operates on an entirely dif- 
ferent principle—really two principles in one. First, 
by means of an unique, exclusive Sanitary Filter 
Cone it actually filters the air, cleans it by aero- 
scopic action of the smallest particles, even matter 
as fine as smoke. Second, the Filter Queen 
Centrifugal Chamber traps all matter collected, 
positively eliminates scattering or dispersion of 
dust in room air. Unbiased scientific proof of 
Filter Queen’s air purifying efficiency is shown in 
a recent report* from the Biological Sciences De- 
partment of an eastern university which states, 
“The Filter Queen cellulose Filter Cone removes 
practically all dust and atmospheric pollen: This is 
another reason why Filter Queen has been selected 
for use in many of America’s leading hospitals. 
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BLUE CROSS-BLUE SHIELD MEETING 


(Continued from Page 800) 


Following the luncheon, the annual meeting of 
the Blue Shield Commission was held, and late1 
the annual shareholders’ meeting and the Board 
of Directors meeting of M.I.A., the organization 
through which national accounts are handled. 


Thursday, May 1, was devoted to a program 
session with Carlton E. Wertz, M.D., of Buffalo, 
presiding. Several topics were up for discussion: 


The Key to Market and Product 
Development, (2) Blue Shield and the National 
Account Market, (3) National Enrollment and 
Partnership between Blue Cross and Blue Shield. 

On the Tuesday forenoon session, Louis H. 
Bauer, M.D., New York City, chairman of the 
Board, United Medical Service, Inc., Past Presi- 
dent of the American Medical Association, and 
Executive Secretary of the World Medical As- 
sociation, gave a very interesting address on “How 
Trustees Can Best Serve the Future of Blue 
Shield.” 


(1) Research 


Following are excerpts from his remarks: 


“You know that wherever the profession has stood 
together as a unit, it has been able to make a successful 
stand against complete government encroachment.” 

“Today, in the United States, since most patients 
use insurance as a means of paying for their medical 
care, the profession has an excellent opportunity to 
make a firm, united stand against our government’s 
further intervention in medical care. All that the doc- 
tors need do is to join behind one, single plan that they 
themselves plan and control. (Whether or not the physi- 
cian approves of insurance is beside the point.) Insur- 
ance is here to stay, whether or not we like it. There 
is absolutely no turning back to the system in vogue 
that we knew twenty-five or more years ago.” 

“Most important—Blue Shield must never become 
a third party! It must only continue as an agent of 
the medical societies, doing for them what they cannot 
do for themselves—administrative work, devising con- 
tracts, and so on. It is up to the medical members 
of the board to see to it that their medical societies 
are constantly informed of these activities; and_ these 
same medical members must bring the voice of the so- 
cieties to board meetings.” 

“Such matters as co-insurance, experience rating, and 
service benefits are proper matters for Trustees to dis- 
cuss. Their decisions, however, must reflect the many 
responsibilities they have to the public and the medical 
profession. Trustees must decide whether Blue Shield 
is to be a community plan or a plan for a favored few. 
But we must keep uppermost in our thoughts, that if 
Blue Shield does not protect the entire community 
including the poor risks—the government will step in 
When it does, it will not just take the poor risks, but 
will sweep up everyone without exception. All one has 
to do is to look abroad to see what will happen if volun- 
tary health insurance fails in this country. I will go 
even further and say that if Blue Shield should fail 
then we shall most assuredly see government medicine 
moving in to take over.’ 

“Blue Shield must not fail, but it will unless the 
Plans work in close co-operation with their medical 
societies, and convince them that the plan is not a 
third party but only their agent, carrying out certain 
technical, administrative aspects of the program, the 
doctors, themselves, have set up.” ‘Now, may I make 
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an appeal to the profession itself? Medicine can no 
longer be practiced as it was twenty-five years ago. It 
involves not only art and science but socio-economics as 
well. Physicians as individuals and medical societies 
as a whole must take an interest in the whole program 
of rendering adequate medical care. Unless it does, the 
leadership will be taken away by others.” 

“During the past eleven years, I have made two 
trips around the world and twenty-one trips to Europe 
(and I’m going again tomorrow). I have seen what has 
happened when the medical profession weakened and 
permitted itself to be thrown off the tracks by a govern- 
ment machine. It have seen the debasing of the stand- 
ards of medical care. I shudder to think what will 
happen—in fact what is happening right now—in this 
country as a result of the apathy of the profession 


At the close of the Wednesday session, Carlton 
E. Wertz, M.D., of Buffalo, President-Elect, was 
installed as President. He has been President 
of his State Medical Society, President of his 
Western New York Blue Shield, chairman of the 
Board, member of the AMA Council on Medical 
Service, member of the Blue Shield Commission 
His address of acceptance expresses the opinion 
and ideals of the leaders of the Blue Shield move- 


ment in the nation and is herewith presented: 


“It will be a most pleasant task and a privilege to 
serve you this year. The honor you have conferred upon 
me will be most treasured and I shall try to match up 
to the high standards set by my predecessors. This 
will be most difficult. 

“Years ago when a handful of us would gather to- 
gether informally and talk about our local problems, 
little did any of us dream that the physician-sponsored 
plans would grow into the great Blue Shield organiza- 
tion of today, stretching across this great land and even 
over the seas—an organization of more than 42 mil- 
lion subscribers and paying over $500 million dollars in 
claims per year. 

“In this old group were McCann of Massachusetts 
Perry of Pennsylvania, the late Dr. Scott of New Jersey 
one or two from Michigan, and Fred Elliott and myself 
from New York. We can all be justly proud of the 
wonderful achievements accomplished in a few years 

“Blue Shield, to continue and survive, must be dy- 
namic. We cannot rest on our past laurels. We must 
broaden our horizons. We must experiment. The chal- 
lenge we face today is greater than at any time in our 
history. Is the time not at hand when we should 
do some deep soul searching and even apply the brain- 
storming and creative thinking technique to help solve 
our problems? 

“Blue Shield, created by physicians to help the public 
meet the cost of medical care, must remain a direct 
agent of the medical profession in this socio-economic 
movement. There are those who are preaching that 
the patient (subscriber) is no longer capable of choosing 
his own physician and that the fee for service is obsolete 
This foreign philosophy is against all individual rights 
and strikes at the very roots of our American liberties 

“Blue Shield, to my mind, is the only bulwark the 
American people and the medical profession have to 
protect the free enterprise system as far as medical 
care goes. Blue Shield cannot survive without the com- 
plete understanding and support of the medical profes- 
sion. 

“The public, by its wide acceptance of prepaid medi- 
cal care insurance, have expressed their desire It is 
up to the medical profession and Blue Shield to ful- 
fill their needs.” 
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Michigan Medical Protective Insurance 


By C. E. Umpnurey, M.D. 


According to a recent report, Mr. Melvin M. 
Belli, an attorney, claims he has won 100,000 dollar 
awards, and up, for patients and that more ade- 
quate settlements of 500,000 dollars and up are 
on the way. The average malpractice premium 
across the country is probably about $100. That 
means that it would take the entire insurance 
income from 5,000 doctors for one such award. 
In northern California, we are told in the same 
article, that one out of every fifty-two doctors 
has a suit pending. Insurance-wise, the entire 
premium income from the practicing medical pro- 
fession of this state could be wiped out in one 
such judgment, if we had a group type insuranc: 
Bringing this problem closer to home, any one of 
us could have our life-time holdings destroyed, 
unless we had $500,000 coverage. 

As is customary when problems like this pre 
sent themselves, pressure is exerted on our Houss 
of Delegates to have an investigation made. The 
Council, in turn, is then instructed to appoint a 
committee to study the entire malpractice insur- 
ance program and bring back constructive sugges- 
tions. 

Your committee recognized many of the com- 
ponent elements and pronounced it a colossal un- 
dertaking. We would like at this time to pay 
tribute to the extensive study made by the AMA 
in 1957. We realize the limitations of any in- 
vestigation of claims because many physicians 
would refuse to divulge what they considered to br 
personal and confidential. We wish to thank Vice- 
president, ‘T. E. Haberkorn, and the two local rep- 
resentatives, George A. Triplett and Richard K. 
Wind of the Medical Protective Company of Fort 
Wayne, Indiana, for their most valuable help. 

It is impossible for anyone to secure complete 
statistics on malpractice claims, suits or losses be- 
cause such a record does not exist. There are no 
available records of malpractice claims in Mich- 
igan. The only records of any kind are those 


that are held in the files of the various insurance 


Report to the Executive Committee of The Council 
by a Special Committee to Study Medical Malpractice 
Problems and make report. Ordered published for gen- 
eral interest of the members by the Executive Commit- 
tee at the meeting of April 15, 1958 
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companies and these, of course, reflect only their 
own experience and are usually held confidential 
When cases go beyond the trial stage so as to bring 
decisions in the Appellate o1 Supreme Courts, such 
decisions are reported and a permanent record is 
kept. The first record of “reported” malpractice 
cases was made by the Medical Protective Com- 
pany at the beginning of the century and has been 
kept up to date ever since The first Appellate 
Court malpractice decision was rendered in 1794 
Since that time, the number has grown to slightly 
over 2,000 for the entire country. The first 
Appellate Court decision in Michigan on a medi- 
cal malpractice case was in 1867. Since then, 
the record in ten-year periods is as follows: 

1867 to 1876 

1877 to 1886 

1887 to 1896 

1897 to 1906 

1907 to 1916 

1917 to 1926 

1927 to 1936 

1937 to 1946 

1947 to 1956 


From these data, we conclude that the present 
situation does not bear out the claim that mal- 
practice suits are increasing by leaps and bounds 
in Michigan to this date. We are informed, how- 
ever, there is a change in the attitude of the 
Courts. 

Though there can be no complete record any- 
where on malpractice claims, suits or losses, it 
appears that the closest to a complete record is 
that held in the files of an insurance company 
that is reported to insure more than two-thirds of 
our members in Michigan. Its experience showed 
a marked upswing in 1956 in medical malpractice 
suits, filed in Michigan. Fortunately, there was 
a noticeable abatement in 1957. Such sporadic 
departures from the norm are not uncommon. 

Big figures of an inflationary period are con- 
ducive to big thinking on the part of the physician 
when he thinks of the malpractice insurance he 
should carry. It is not the purpose of this report 
to tell our members how much insurance each 
should carry individually. We believe the amount 


will vary considerably with individual circum- 
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MICHIGAN MEDICAL PROTECTIVE INSURANCE 


stances and so should be decided by the physician 
himself. Although, as a matter of cold statistics, 


we are informed by one large carrier of malprac- 


tice insurance that of all the cases that company 


disposed of in Michigan in 1957, none required 
the payment of more than $5,000.00, we warn 
that too much reliance should not be placed on 
such figures as a guide to determining adequate 
policy limits. Michigan has been fortunate to date 
but times and conditions are changing. Among 
the factors which foreshadow more and large1 
recoveries are, “Appellate Courts of much more 
liberal views, a more claims conscious public, larg- 
er verdicts in all types of liability litigation and 
a nationwide tendency on the part of the courts to 
overturn old rules and substitute new and vastly 
more “liberal’’ ones. 

rhe use of a grievance committee, or mediation 
committee or whatever else it may be styled, may 
serve a beneficial purpose in disposing of com- 
plaints involving questions of fees, thereby pre- 
venting litigation, but when it is permitted to be- 
come involved in questions of alleged negligence 
or malpractice, it treads on extremely dangerous 
ground. The thinking of the legal counsel of th: 
Medical Society of the State of New York on 
this question was indicated on page 1978 of the 
June 15, 1956 issue of the New York State Journal 
of Medicine as follows: 


“The Medical Society of the State of New York 
has not given the Judicial Council Authority to hear 
or render decisions regarding complaints registered by 
lay persons against physicians. 

“Brief consideration of such a situation leads one 
immediately to the conclusion that if the Judicial Coun- 
cil were given authority in such matters, it would inter 
fere with the due legal process in suits for malpractice.” 


It goes without saying that any physician in- 
volved in a complaint of alleged malpractice de- 
sires above all else to have it kept confidential. 
It becomes anything but that after processing by 
a committee. What is worse, the complainant’s 
attorney may subpoena into court any record the 
committee may have and use it, if it happens to 
support his case against the physician. In such 
event, the physician might also have a case against 
the committee. We have in Wayne, perhaps the 
closest constructive aid to the membership, in the 
Counselor’s Service, where the physician can call 
for advice on any problem he may encounter, with 
no records kept. 

The advantages and disadvantages of group 


professional liability insurance by state medical 


June, 1958 


societies have been extensively discussed. In the 
two states which have had the most experience, 
the malpractice situation has become much worse 
and the liability insurance rates increased beyond 
all anticipation. In one case, two insurance com- 
panies have declined to reinsure because of heavy 
losses, and a third company has again increased 
the rates and threatened to withdraw almost on 
the same date. In New York, the group insur- 
ance began with a basic premium of $18.00, which 
was a few dollars lower than the prevailing rate 
elsewhere at that time. Today, the group basic 
rate is considerably more than ten times the orig- 
inal rate Thirty-five hundred of the members 
have left the group. It was exploited on the 
promise that everyone in the Society would be in- 
sured. In recent years, a supervisory committee 
has stated that 20 per cent of those sued were 
repeaters and the remaining 80 per cent should 
not be made to suffer on their account. Strict 
rules and rejection have been imposed. Today, 
there are many classifications according to locality 
and type of practice In New York, it would 
appear that the group type of insurance has split 
the society instead of binding it closer together 
Perhaps, we who watch from the sidelines should 
be most appreciative of the experimental work 
being done, but confine our own efforts toward 
broadening and improving what we have. 

It is the committee’s opinion that chances of 
greatest advancement lie in the field of preven- 
tion. We believe that most can be accomplished 
if we try to eliminate malpractice and negligence 


according to the following standards: 


1. Keep accurate records permanently. Suits some- 
times arise scores of years after the services have been 
rendered. 

2. Keep abreast of the average standards of one’s 
field of practice in one’s locality. 

3}. Avoid criticism of the work of other physicians 

t. Avoid admissions against one’s own interest on 
services one himself has rendered, or anyone has rendered 
for’ him. Any such admission is likely to be used 
against the physician. 

5. Learn and observe the legal duties to the patient. 

6. Use x-ray as a diagnostic or confirmatory aid 
where that is the established practice. 

7. Guarantee no results. Such guarantees are not 

g 
ethical or insurable. 

8. Co-operate with the patient in securing consulta- 
tion. This is excellent defense over and above good 
treatment. 

9. Give proper notice of termination of services so 
as to avoid charges of abandonment. 

10. Secure proper written consent for operation. 
Without such consent one may be charged with assault 


(Continued on Page 810) 
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Rheumatoid arthritis is a constitutional disease with symptoms affecting chiefly joints and muscles.""' ‘Pain 


in the affected joint is accompanied by splinting of the adjacent muscles, with resultant ‘muscle spasm.’ we 
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New Control Over Sulfonamide-sensitive Organisms. KyNex maintains 
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pregnancy and puerperium. Maintenance of sterile urine in such patients 
was accomplished with 1 tablet of KYNEx daily. 3 


Suifametnoxypyridazine Lederie 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, 
followed by 0.5 Gm. (1 tablet) every day thereafter, or 1 Gm. every other 
day for mild to moderate infections. In severe infections where prompt, 
high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. Dosage in children, according to weight; i.e., a 
40 lb. child should receive 14 of the adult dosage. It is recommended that 
these dosages not be exceeded. 


KYNEX —WHEREVER SULFA THERAPY 


Tablets: Each tablet contains 0.5 Gm. (714 grains) of sulfamethoxypyri- 
dazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 
mg. of sulfamethoxypyridazine. Bottle of 4 fl. oz. 
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MICHIGAN MEDICAL 


(Continued from Page 805) 

11. Keep the relations with patient strictly confiden- 
tial. 

12. Avoid all mention of liability insurance 

13. Avoid unapproved or experimental procedures 

14. Be courteous and tactful in relations with patients 

15. Inform patients of any absence from _ practice 
and make available a competent substitute 

16. Be sure instructions cover prescriptions and care 
of the patient 

17. Secure proper authorization for autopsy 

18. Have, whenever possible, unprejudiced witnesses 
of one’s relations with patient, especially female patients 

19. Where fees are of sizeable amounts, discuss be 
fore services are rendered 

20. Postpone suit for collections of fees until statute 
of limitations of malpractice has expired. (Two years 
in Michigan, since patient last saw the physician 

21. Secure legai advice before attending a coroner's 
inquest as a witness. 

22. Secure legal advice on how to make one’s per- 
sonal assets less vulnerable to damage suit attacks. 


23. Avoid sterilization procedures except where ap- 
proved by the Sterilization Committee and be sure all 
records and permits are in order 

24. Avoid telephone prescriptions without proper 
vertification. 

25. Keep all equipment in proper working ordet 


26. Avoid fields in which one is not properly quali- 
fied. 
27. Keep all promised appointments 


28. Give proper instructions to assistants and check 
to see they are observed 


29. Maintain due frequency of visits for proper care 
of patient 


30. Exercise due care at all times, especially in the 
labeling of bottles or other containers, in the use of 
mouth gags, in the close observations of costs and similai 
procedures 


The law department of the American Medical 
Association has published an excellent book of 


medical, legal forms. Included are consent forms 


for using still or motion pictures of a patient: 


for admitting observers: for televising operations: 


for examining hospital records. There are also: 
agreements for artificial insemination, application 
to serve as donor and consent of wife of donor. 
letters to patients who fail to keep appointments 
or fail to follow doctors’ advice, authorization 
for autopsy and tissue donation and statement ol 
patient leaving hospital against advice, and many 
others. We recommend these to the attention of 
every doctor 

Gaylord S. Bates, M.D., in the Detroit Medica 
News of December 9, 1957, has published a most 
excellent discussion entitled “Origins of Self Reeu- 


lation in Medicine.” He says, in part 


“From years of acquaintance with medical students 
and hospital staff residents, I have learned of their 
interest in the practice of medicine as it is touched by 
law and by questions of moral judgment. I have also 
been aware of their ignorance in these matters for little 
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or no attempt is made to instruct them formally It 
has seemed to me that we teachers must convince them 
of the obligations to society that go with the privilege 
of practice as represented by licensure; obligations spelled 
out in the law. 


“It has been my opportunity on occasion to introduce 
them to our code of ethics, and to the awesome world 
of organizations in medicine. Every one of these as- 
sociations of physicians, from the hospital staff, through 
the County Medical Society to the national organiza- 
tions has an expressed idealism and moral code. I 
have wanted these students to feel that it is not enough 
to stay within the law; that the idealistic efforts of 
our medical organizations are a necessity to maintain 
the high standing of our profession in society, and that 
they must support them. 


“Their questions have reflected some skepticism over 
our medical idealism which is expressed in a code of 
ethics and a relentless effort to raise the standards of 
medical practice. The most cynical have charged that 
our idealism is economic self-interest in fact, sweetened 
on occasion by the spirit of the “do-gooder.’ To be 
convinced and to be convincing, I have sought in history 
for the origins of our professional ethics, and our rela- 
tion to society as expressed in laws governing the prac- 
tice of medicine The two are closely related, have 
their own realms of activity and are always in uneasy 
balance.” 

It is an inescapable conclusion that there should 
be more medico-legal teaching in the medical 
schools. This should be sufficiently comprehensive 
as to give the young physician a working knowl- 
edge of licensing laws, the multitude of regulatory 
laws under which a physician must practice, and 
at least the basic principles involved in malprac- 
tice cases. His education in this important field 
should be continued at the intern and _ resident 
levels. On admission to the county medical so- 
ciety and to the hospital staff. it should be ascer- 
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ral, ethical 


tained that he fully understands his le 
and moral obligations. 

Having thus disposed of some of the things we 
in the profession may do toward the prevention 
of malpractice claims and suits, we now come to 
what others, who should have the same objective, 
may do in co-operation with us. It cannot be over- 
looked that insurance authorities state from their 
statistics that it is the unmerited claims and suits 
that have always predominated. As it looks from 
here, the prevention of unmerited claims and suits 
is as much the problem of the insuring company 
as it is of the physician. Such being the case, it 
is obviously vital to the physician’s security that he 
be properly concerned, not just with having pro- 
fessional liability insurance, but particularly that 
he have it where a comprehensive, effective pro- 
gram of prevention is an accomplished fact. 

What should such a program include? A sage 
has said, “Knowledge is power.” With this in 
mind, it appears that an insurer who, through 
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2 hours Lontabs are in the 
stomach and small bowel. Release of 
core substance is well under way. 


X-RAYS 
SHOW 

HOW ONE. sane 
PYRIBENZAMINE’ 
LON TAB’ 


relieves allergy all day or all night 


The unretouched X-ray films show how Lontabs release 
medication in the digestive tract. So that the prolonged 
erosion of the Lontab core could be visualized by X-ray, 
subject was given 10 Lontabs, each containing 100 mg. of 
a radiopaque substance in place of Pyribenzamine. 


With its unique formulation, the 
Pyribenzamine Lontab not only re- 8} ee 
lieves allergy symptoms promptly, © hours Lontabs are still visible as 


I is relief as 1 9 as 12] il substance of core continues to be released. 
put sustains reliel as long as 1< hours. 


Special outer shell releases 33 mg. 
Pyribenzamine hydrochloride within 
10 minutes. 
Unique core releases approximately 
18 mg. Pyribenzamine hydrochloride 
the Ist hour, approximately 50 mg. 
from the 2nd to the 12th hour. 
SUPPLIED: Pyribenzamine Lontabs — full-strength — 100 mg. 
(light blue) . 
NOW AVAILABLE: Pyribenzamine Lontabs — half-strength — 50 
mg. (light green) — for children over 5 and for adults who re- 
quire less antiallergic medication. 
PYRIBENZAMINE® hydrochloride (tripelennamine hydrochloride CIBA) 
LONTABS® (long-acting tablets CBA) 


@ /2562m% S I B A SUMMIT, N. J. 
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(CHLOROTHIAZIDE) 


FORD, R. V., Rochelle, J.B.111, Handley, C. A., Moyer, J. H. and Spurr, C. L.: 
J.A.M.A. 166 :129, Jan. 11, 1958. 


“. . in premenstrual edema, convenience of therapy points to the selection of 
chlorothiazide, since it is both potent and free from adverse electrolyte 
actions.”’ In the vast majority of patients, "DIURIL" relieves or prevents the fluid 
“build-up” of the premenstrual syndrome. The onset of relief often occurs 
within two hours following convenient, oral, once-a-day dosage. 'DIURIL' is well 
tolerated, does not interfere with hormonal balance and is continuously 
effective—even on continued daily administration. 


DOSAGE: one 500 mg. tablet "DIURIL' daily—beginning the first morning of 
symptoms and continuing until after onset of menses. For optimal therapy, 
dosage schedule should be adjusted to meet the needs of the individual patient. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'DIURIL' (chlorothiazide); 
bottles of 100 and 1,000. 


DiuRit is a trade-mark of Merck & Co., Inc. 


MERCK SHARP & DOHME Division of MERCK & CO., INc., Piladelpia 1, Pa. SPS) 
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malpractice legal experts, periodically informs his 
insured physicians on the legal fundamentals of 
their professional liabilities, on the trends in court 
decisions, on significant opinions affective to their 


practice and on general information that should 


help keep them out of trouble, takes a long step 


toward the prevention of unmerited litigation. By 
observing what the law requires, the physician 
can better protect himself in his relations with his 
patients. 

Adjunctive to the dissemination of such au- 
thoritative, informative material, there should, of 
course, be personal contact with the physician by 
insurance advisory representatives who, by their 
experience with the physician’s problems under 
actual working conditions, can counsel and guide 
him to the best advantage. Such work in such a 
distinctively different insurance field requires a 
knowledge and experience of the exacting and in- 
tricate demands peculiar to the field of professional 
relationship that cannot be acquired from the 
usual ordinary insurance adjustment of claims in 
other fields. In this field, the insurance relation- 
ship should be treated as confidentially as the phy- 
sician’s own relations with his patient. 

Another avenue of prevention concerns the in- 
suror’s attitude toward defense. Insurance that 
promiscuously settles claims actually serves to en- 
Rhode Island 


physicians are risking publicity and fighting suits 


courage other unmerited claims. 


rather than settling quietly out of court and out of 
the glare of newspaper headlines. Asa result, despite 
Rhode Island’s highly concentrated population, 
they have one of the lowest malpractice rate sched- 
ules in the country. Insurance that can at best 
muster but a weak, inexperienced and ineffective 
defense provides an invitation to damage suit law- 
yers to accept and prosecute unmerited claims and 
suits. 

As we see it, professional liability insurance is 
an insurance company’s job, not the physician’s. 
It improves with commendation, not condemna- 
tion. Busy physicians cannot contribute enough 
time to manage properly a business with so many 
complex facets. It should be a confidential matter 
between the physician and his insuror to a point, 
but let us not cringe if our cause is just. It should 
be reassuring. It should respect trial by jury, 
not try to usurp it. It should practice individual- 
ism when feasible, not collectivism. It should hon- 


or the profession, not discredit it. It should, in 
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short, be permeated with the purpose of preven- 
tion. 

In summary, we offer the following conclusions 

1. Medicine with its ethical and legal responsi- 
bilities should be taught in the junior year of 
medical college, reviewed in the seniol year, the 
intern year and when the doctor joins his County 
Medical Society. The course of training should 
adequately cover the thirty directives outlined in 
this paper. 

2. We do not believe that group type of in- 
surance is feasible. If a good program can be 
demonstrated in the future, it should be given 
every consideration, 

3. Because of inflation, we must think in terms 
of present-day economics. The insuror of about 
75 per cent of the physicians in this state offers 
policies of $5.000 to $15.000 at $35, of $10,000 
to $30,000 at $60. and of $25,000 to $75,000 at 
$84 In the future, if the trends demand mort 
protection, we have been assured it will be forth- 
coming 

t. We believe a physician, whose type of prac- 
tice is more hazardous, should be privileged to 
obtain more protection which can be obtained 
through almost any insurance agent 

5. We believe interns and residents should re 
ceive special reduced rates, if that can be arranged 

6. We believe the physician, the profession, and 
the insuror should co-operate to the fullest in sup- 
pressing fraudulent claims. No offer should be 
made to settle hurriedly out of court. 

7. We should keep in mind, that the physician 
who is genuinely interested in his patient and has 
his emotions well controlled, is seldom sued 

8. Finally, a physician should regard his efforts 
as part of a team accomplishment. Your life- 
time accumulations are not due to your efforts 
alone. If you have not protected your family 
legally, you are mistreating those you love. Do 
not subject them to financial oblivion due to 


chance miscarriage of justice. 


Malignant papillary cystadenomata of the pancreas 
usually occur to the left of the midline, are painless 
round masses noticed by the patient or the physician 
doing a routine examination, and usually give no symp- 
toms 


There are no serological or other laboratory tests 
that will furnish diagnostic information about cancer 
of the pancreas 
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The non-narcotic analgesic with the potency of codeine 


DARVON (Dextro Propoxyphene 
Hydrochloride, Lilly) is equally as 
potent as codeine yet is much better 
tolerated. Side-effects, such as nau- 
sea or constipation, are minimal. 
You will find ‘Darvon’ helpful in 
any condition associated with pain. 
The usual adult dose is 32 mg. 
every four hours or 65 mg. every 
six hours as needed. Available in 
32 and 65-mg. pulvules. 


DARVON COMPOUND (Dextro 
Propoxyphene and Acetylsalicylic 
Acid Compound, Liliy) combines the 
antipyretic and anti-inflammatory 
benefits of ‘A.S.A. Compound’* with 
the analgesic properties of ‘Darvon.’ 
Thus, it is useful in relieving pain as- 
sociated with recurrent or chronic dis- 
ease, such as neuralgia, neuritis, or 
arthritis, as well as acute pain of trau- 
matic origin. The usual adult Gose i is 1 


or 2 ee every six fours as nedded. 
. 
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NEO-MAGNACORT 


neomyen snenvorcorames TABIAAT AINTMENT 


The first water-soluble dermatologic corticoid plus neomycin, for consistently 


outstanding contro! of contact dermatitis and other inflammatory dermatoses 
complicated by or threatened by infection. * 

In 1/2-02. and 1/6-02. tubes, 0.5% neomycin sulfate and 0.5% hydrocortamate hydrochloride (hydro- 
cortisone diethylaminoacetate hydrochloride) — MAGNACORT. 


also available: MaGnacort® Topical Ointment — in 1/2-02z. and 1/6-0z. tubes, 0.5% hydrocortamate 
hydrochloride (hydrocortisone diethylaminoacetate hydrochloride). 


*Howell, C. M., Jr.:Am. Pract. & Digest Treat. 8:1928, 1957 
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long day ahead 

morning sun glare — eyes irritated 
can’t read — coach smoky 

leave the work — let’s lunch 

back to work — eyes worse 

take afternoon off — see doctor 
pick up VISINE — home again 
let’s try the drops 

nice dinner — read the paper 
eyes comfortable + good TV play 
use VISINE — bed 11:30 


long day behind . 
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new VISINE* EYE DROPS 


BRAND OF TETRAHYDKOZOLINE HYDROCHLORID) 


“an excellent ophthalmic decongestant...” 


almost immediate relief of hyperemia, soreness, itching, burning, tearing — no rebound, 
vasodilatation, mydriasis, photophobia or systemic effects. / supplied: in 1/2 oz. bottles, 
0.05% tetrahydrozoline hydrochloride in a solution containing sodium chloride, boric 
actd, sodium borate; with sterile eye dropper. 


Trademark 1. Grossmann, E. E., and Lehman, R. H.: Am. J. Ophth. 42:121, 1956. 


> 
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Beaumont Memorial Foundation 
Elects Doctor Beck as President 


Otto O. Beck, M.D., of Bir- 
mingham, Past-President of the 
Michigan State Medical So- 
ciety and guiding spirit in the 
creation and promotion of the 
Beaumont Memorial Founda- 
tion, was chosen as its Presi- 
dent at the second annual 
meeting of members held in 
Detroit January 30, 1958. 

In his presidential address, 
Doctor Beck outlined the his- 
tory of the Foundation, which held its first meeting 
in Grand Rapids on September 25, 1957, and 
at which the nine original trustees were elected 
Doctor Beck further reported on the condition of 
the Beaumont Memorial on Mackinac Island 
and on the anticipated improvements in_ this 
permanent shrine to Doctor Beaumont. He fur- 
ther reported that a letter of invitation had been 
sent to all MSMS members on November 29. 
1957, urging them to become associated as mem- 
bers of BMF. The response was, ten Life Mem- 
bers ($100 each) and over 300 sustaining mem- 
bers ($5.00 per annum) to date. 


Presipent Beck 


Other Officers Elected 

The Board of Trustees 
elected Wm M. LeFevre. 
M.D.. Muskegon. Vice Presi- 
dent: and Wm. J. Burns, LL.- 
B., Lansing, Secretary-Treas- 
urer for the year 1958. The 
Executive Committee is com- 
posed of President Beck, Vice 
President LeFevre and A, H. 
Whittaker, M.D., Detroit. 


.EFevre, M.D 


Nine Trustees Elected 


Otto O. Beck, M.D., Birmingham, J. H. Fyvie, 
M.D.. Manistique, and G. B. Saltonstall, M.D.. 
Charlevoix, were elected to the board of trustees 
of the Foundation for three-year terms each: 

Luther R. Leader, M.D., Detroit; W. M. Le- 
Fevre, M.D., Muskegon; and C. E. Umphrey, 
M.D., Detroit, were elected for two-year terms 
each: 

C. T. Ecklund, M.D., Pontiac; D. C. McLean, 
M.D., Detroit and A. H. Whittaker, M.D., De- 
troit, were elected to the board for one-vyea) 
terms each. 

Additional members of the Foundation, elected 
by the Board of Trustees, were Lester P. Dodd, 


818 


LL.B., Detroit; W. F. Doyle, Lansing and Mack- 
inac Island; Paul de Kruif, Ph.D., Holland, and 
W. Stewart Woodfill, Chicago and Mackinac Is 
land, 


Agreement with Park Commission 


The Beaumont Foundation has an agreement 
with the Mackinac Island State Park Commission 
whereby the furnishings, furniture, display cases, 
paintings, display objects and other materials now 
contained in the memorial building or which may 
from time to time be placed therein (such as 
objects on loan from universities) shall be re- 
garded as property of the Beaumont Memorial 
Foundation, subject to change, rearrangement, 
and so on. 

The Mackinac Island State Park Commission 
shall assume the custody, protection and _ pres- 
ervation of the personal property in the Beaumont 
Museum; it shall employ one or more paid as- 
sistants and do all things needful to keep the 
Museum in good and displayable condition 

The Beaumont Memorial Foundation and _ the 
Mackinac Island State Park Commission agreed 
to collaborate through appropriate committees 
for the preservation, maintenance, improvement 
and display of their respective property 


Membership Invitation 


The Board of Trustees of the Beaumont Me- 
morial Foundation wish to advise all MSMS 
members that they are privileged to become 
members of the Foundation. Invitations to others 
than MSMS members must be voted specifically 
by the BMF Trustees. An application blank is 
printed at the bottom of this page, for the con- 
venience of doctors of medicine 


*% * * 





I hereby make application for LIFE member- 
ship ( or SUSTAINING membership 
in the 


BEAUMONT MEMORIAL FOUNDATION 
Life membership $100.00 
payable but once. 
Annual Sustaining 
membership $5.00. 
Name 
Address 
City 
Zone 
State 
(Please enclose check payable to the Beaumont 
Memorial Foundation) 
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CREMOSUXIDINE 


SULFASUXIDINE® sU VITH KAOLIN AND PECTIN 


CONTROLS “SUMMER COMPLAINT” 


For people at work or on vacation, “summer complaint” is an annoying hazard of 
warm weather. Changes in routine or in eating or drinking habits can cause diarrhea 
and ruin summer days. 

CREMOSUXIDINE gives prompt control of seasonal diarrhea by providing antibac- 
terial and antidiarrheal benefit. It detoxifies intestinal irritants and soothes inflamed 
mucosa. 


Chocolate-mint flavored CREMOSUXIDINE is so pleasant to take too! 


CREMOSUXIDINE and SULFASUXIDINE MERCK SHARP & DOHME 


are trade-marks of Merck & Co., Inc. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA 
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The MSMS “Deductible” Principle 


By Max L. LicuTter, M.D. 


As a major objective, medical care insurance 
exists for the purpose of enabling people to obtain 
medical services when they are needed. No de- 
vice should be employed which has the sole pur- 
pose of being a deterrent to seeking medical at- 
tention when it is necessary. It is important how- 
ever, that a patient assume some degree of respon- 
sibility for his medical care beyond an insurance 
premium. 

There are many reasons for this, for example: 
(1) With this responsibility, an appreciation of the 
value and necessity of these services is encouraged. 
(2) It enables provision of certain services, within 
acturarial limitations, at an acceptable premium 
cost. 

Further, it is important this degree of financial 
responsibility have definite aggregate limitations, 
that their payment will not become an unreason- 
able burden upon the patient. For the sake of 
this discussion this responsibility will be referred 
to as a “deductible.” 

The foregoing is recognized in the Principles 
adopted by the Michigan State Medical Society 
House of Delegates on September 25, 1957. The 
pertinent paragraph follows: 


“For any necessary service other than in-hospital medi- 
cal care, surgical care, obstetrical care and anesthesia, 
the subscriber shall have at the time of utilization, a 
degree of financial participation in and responsibility for 
medical fees in addition to his premium. This shall be 
determined by the carrier but the responsibility of the 
patient shall be not less than 10 per cent or $5.00, 
whichever is more, but not in excess of the scheduled 
fee allowance. In accordance with the terms of the 
contract, this amount shall become the obligation of the 
patient to the physician at the time of service and will 
be subtracted by the carrier from the payment for serv- 
ice it shall make to the physician.” 


The services to which the deductible principle 
is applicable are called “Class II Services” and 
include consultation, surgical assistant, diagnostic 
and therapeutic radiologic procedures, and lab- 
oratory services. 

To illustrate the way the “deductible” will func- 
tion the $5,000 Income Level Contract will be used 
as the example. It should be recalled that $50 
(or 1 per cent of the income level) is the limit 
of each patient participation in any calendar year. 
It should also be pointed out that the “deductible” 
applies to each item of Class II service. And 
further, the aggregate is made up of all “deduct- 
ible” payments involving all Class II benefits for 
each individual member. 


” 


1. A patient needs a fasting blood sugar every 
week. Since this service costs $4.00 the patient 
will be responsible for this charge until the aggre- 
gate of $50 is reached. After that the Plan will 
reimburse or pay for the service. 
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2. A patient needs several laboratory tests and 
they each cost no more than $5.00. The patient 
is responsible for payment for each service, each 
going to make up his $50 aggregate. 


_ 3. A patient needs an upper G.I. Series cost- 
ing $25.00. He will pay $5.00 and the Plan 
$20.00. 


4. A patient needs x-ray therapy costing 
$175.00. He will pay 10% or $17.50 and the Plan 
will pay the balance. 


5. Assume any combination of items in Class 
II during a calendar year. For example, this could 
comprise five laboratory procedures at $4.00 each, 
two laboratory procedures at $5.00 and four x-ray 
examinations toward each of which $5.00 is paid. 
This totals an aggregate of $50.00. Any other 


needed Class II services, then, become benefits 
without any “deductible” payment by the patient 
for the remainder of the calendar year. 


The same examples can be used in the $2,500 
income level where the aggregate is $25.00, and in 
the $7,500 income level which would have a $75.00 
aggregate. 


It can be seen that applying the “deductible” 
to each item, and limiting it to 10% of the sched- 
uled fee or $5.00, whichever is more, works for 
less hardship to a patient than requiring him to 
pay all of an aggregate before he can benefit un- 
der his contract. It is pointed out that for items 
in Class II exceeding $5.00, by whatever amount, 
the remainder of the scheduled fee becomes a 
benefit. Consumer representatives have accepted 
this innovation as being within the financial ca- 
pabilities of the members of their groups since, 
within the aggregate limitations, they assume re- 
sponsibility for modest fee items and pay a definite 
amount, not all, toward a higher fee item. 


The mechanics of implementing this part of our 
Principles are being developed by Michigan Med- 
ical Service. Details will be forthcoming when the 
new contracts are made available. 


It is acknowledged that this is a new method 
applied to patient participation in the cost of 
these services when they are needed. There is 
strong feeling that ‘“‘a degree of financial partic- 
ipation in and responsibility for medical fees” is 
of great importance in furnishing medical care 
of this nature. The effectiveness of this method 
will assure success in making available these im- 
portant benefits. It can be achieved by under- 
standing and co-operation.—Detroit Medical News, 


April 28, 1958. 
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Lederle announces a major drug with great new promise 





JTC 


a new corticosteroid created to minimize 








major deterrents to all previous steroid therapy 








Triamcinolone LEDERLE 


9 alpha-fluoro-16 alpha-hydroxyprednisolone 


() a new high in anti-inflammatory effects with lower dosage 


(averages 1/3 less than prednisone) 


as 


[ ) a new low in the collateral hormonal effects associated 


with all previous corticosteroids 


( No sodium or water retention 
@ No potassium loss 
@ No interference with psychic equilibrium 


( Low incidence of peptic ulcer and osteoporosis 





sts of A\RISTOCORt 


particular emphasis 


Ol: 


Kidney function 


Animal studies on Aristocort! have not dem 
onstrated any interference with creatinine or 
urea clearance. Autopsy surveys of organs of 
animals on prolonged study of this medication 
have shown no renal damage. 


Sodium and water 


ARISTOCORT produced an increase of 230 per 
cent of water diuresis and 145 per cent sodium 
excretion when compared to control animals." 
Metabolic balance studies in man revealed 
an average negative sodium balance of 0.8 
Gm. per day throughout a 12-day period on a 
dosage of 30 mg. per day.” Additional balance 
studies showed actual sodium loss when 
ARISTOCORT was given in doses of 12 mg. 
daily.* Other investigators observed significant 
losses of sodium and water during balance 
studies and that those patients with edema 
from some older corticosteroids lost it when 
transferred to ARISTOCORT.*® In two studies of 
various rheumatic disorders (194 cases) on 
prolonged treatment, sodium and water reten 
tion was not observed in a single case.*:? 


Potassium and chlorides 


There was no active excretion of potassium 
or chloride ions in animals given mainte- 
nance doses of arisTocort 25 times that 
found to be clinically effective.! Potassium 
balance studies in humans** revealed that 
negative balance did not occur even with 
doses somewhat higher than those employed 
for prolonged therapy in rheumatoid arthri- 
tis. Hypokalemia, hyperkalemia or hypochlo 
remia did not occur, when tested, in 194 
patients with rheumatoid arthritis treated for 
up to ten and one-half months.®:* 


Calcium and phosphorus 


Phosphate excretion in animals! was not 
changed from normal even with amounts 25 
times greater (by body weight) than those 
known to be clinically effective. Human met 


> demonstrated that no 


abolic balance studies’ 
change in calcium excretion occurred on dos 
ages usually employed clinically when the 
compound is administered for its anti-inflam 
matory effect. Even at a dosage level twice 
this, slight negative balance appeared only 
during a short period. 


Protein and nitrogen balance 


Positive nitrogen balance was maintained dur 
ing a human metabolic study on mainte 
nance dosage of 12 mg. per day.* At dosages 
two to three times normal levels, positive bal 
ance was maintained except for occasional 
short periods in metabolic studies of several 
weeks’ duration.” 

There was always a tendency for normali 
zation of the A/G ratio and elevation of blood 
albumin when aristocort was used in treat- 
ing the nephrotic syndrome.® 





Liver glycogen deposition and 
inflammatory processes 


An intimate correlation exists between the 
ability of a corticosteroid to cause deposition 
of glycogen in the liver and its capacity to 
ameliorate inflammatory processes. 

In animal liver glycogen studies, relative 
potencies of ARISTOCORT over cortisone of up 
to 40 to 1 have been observed. Compared to 
ARISTOCORT, five to 12 times the amount of 
prednisone is required to produce varying but 
equal amounts of glycogen deposition in the 
liver. ! 

Most patients show normal fasting blood 
sugars ON ARISTOCORT. Diabetic patients on 
ARISTOCORT may require increased insulin 


dosage, and occasional latent diabetics may 
develop the overt disease. 


Anti-inflammatory potency of ARISTOCORT 
was determined by both the asbestos pellet’ 
and cottonball® tests. It was found to be nine 
to 10 times more effective than hydrocortisone 
in this respect. 


Gastric acidity and pepsin 


[he precise mode of ulcerogenesis during 
treatment with corticosteroids is not known. 
here is much experimental evidence for be 
lieving this may be related to the tendency of 
these agents to increase gastric pepsin and 
acidity—and this cannot be abolished by vagot- 
omy, anticholinergic drugs or gastric antral 
resection.'® Clinical studies! of patients on 
ARISTOCORT revealed that uropepsin excretion 
is not elevated. Further, their basal acidity 
and gastric response to histamine stimulation 
were within normal limits. 


Central nervous system 


[he tendency of corticosteroids to produce 
euphoria, nervousness, mental instability, oc- 
casional convulsions and psychosis is well 
known.'* The mechanism underlying these 
disturbances is not well understood. 

ARISTOCORT, on the contrary, does not pro- 
duce a false sense of well being, insomnia or 
tension except in rare instances. In the treat 
ment of 824 patients, for up to one year, not 
a single case of psychosis has been produced. 
In general, it appears to maintain psychic 
equilibrium without producing cerebral stim- 
ulation or depression. 
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The Promise of A\ristOCort 


in Reduction of Side Effects 


It is axiomatic to affirm that the undesirable 
collateral hormone effects of corticosteroids 
increase in frequency and severity the higher 
the dosage and the longer used. 

It has also become well recognized that the 
most serious of the major side effects from 
long-term corticosteroid treatment are peptic 
ulcers, osteoporosis with fracture, drug psy- 
chosis and euphoria, and sodium and water 
retention leading often to general tissue 
edema and hypertension. 

It is significant that of the close to 400 pa- 
tients on the lower dosage schedules found 
effective in bronchial asthma and dermato- 
logic conditions, only 1 case of peptic ulcera- 
tion has developed. No other of the above 
side effects have been observed even though 
ARISTOCORT was administered continuously 
to them for periods as long as one year. 

The treatment of rheumatoid arthritis with 
steroids appears to result in the highest inci 
dence of side effects. For this reason, the side 
effects associated with artstocorT therapy in 
292 patients with rheumatoid arthritis are 
reported below. 


Peptic Ulcer 


The occurrence of peptic ulcer in 292 pa- 
tients with rheumatoid arthritis treated con 
tinuously for up to one year with aRIsTOCORT 
is approximately | per cent (2 of the 3 
occurred in patients transferred from predni- 
sone). In the remaining 532 cases recently 
analyzed, only one ulcer has been discovered 
in a patient who apparently had no ulcer 
when he was changed from another steroid. 


Osteoporosis and 
Compression Fractures 


The occurrence of OStEOPOTOSIS with com 
pression fracture in 292 patients with rheu 
matoid arthritis treated continuously for up to 
one year with aristocort is 0.33 per cent 

| case'). Although these results are encour 
aging, determination of the true incidence 
of osteoporosis will have to await the passage 
of more time. 


Euphoria and Psychosis 


The euphoria so commonly produced by all 
previous corticosteroids has seemed a most 
desirable attribute to patients. In penalty, 
however, they have often later to pay for this 
by mental disturbances, varying from mild 
and transitory to severe depression and psy- 
chosis,? and toxic syndromes producing even 
convulsions and death.* 

Since the onset of these complications is not 
directly related to duration of steroid admin 
istration,’ the fact that not one case of psy 
chosis occurred in 824 patients treated with 
ARISTOCORT, is most encouraging. 





Sodium Retention—Hypertension- 
Potassium Depletion 


When 17 patients were changed from predni 
sone to ARISTOCORT, |] rapidly lost weight al- 
though only one had had visible edema.® 
Sodium and water retention, hypokalemia 
or hyperkalemia and steroid hypertension did 
not appear in 194 rheumatoid arthritis pa 
tients treated with arisTocort.!® 

The interrelation between blood and body 
sodium, and steroid hypertension has long 
been generally appreciated.*;* Except in 
rare instances, or when unusually high doses 
are used (e.g., leukemia), the problem of 
edema and hypertension caused by sodium 
and water retention, has been eliminated 
with ARISTOCORT. 


Minor Side Effects 


Collateral hormonal effects of less serious con 
sequence occurred with approximately the 
same frequency as with the older corticoster 
oids.' These include erythema, easy bruising, 
acne, hypertrichosis, hot flashes and vertigo. 
Several investigators have reported symptoms 
not previously described as occurring with 
corticosteroid therapy, e.g., headaches, light 
headedness, tiredness, sleepiness and occa 
sional weakness. 

Moon facies and buffalo humping have 
been seen in some patients On ARISTOCORT. 
However, ARISTOCORT therapy, in many in- 
stances, resulted in diminution of “Cushin- 
goid” signs induced by prior therapy. Where 
this occurs, it may be related to reduced 
dosage on which patients can be maintained. 


luction of dosage 


one-third to one-half 


In a double-blind study of comparative dos- 
age in patients with rheumatoid arthritis,® 
70 per cent of the cases were as well controlled 
on a dose of aristocorT one-half that of pred 
nisone. A general recommendation can be 
made that aristocort be used in doses two- 
thirds that of prednisone or prednisolone in 
the treatment of rheumatoid arthritis. There 
are individual variations, however, and each 
patient should be carefully titrated to produce 
the desired amount of disease suppression. 
Comparative studies, of patients changed 
from prednisone, indicate reduced dosage of 
Aristocort in bronchial asthma and allergic 
thinitis (33 per cent),° and in inflammatory 
and allergic skin diseases (33-50 per cent).’°"" 


Administration of aristocort has resulted 
in lower incidence of major serious side 
effects, and in fewer of the troublesome minor 
side effects known to occur with all previously 
available corticosteroids. However, since it is 
a highly potent glucocorticoid, with profound 
metabolic effects, all traditional contraindica- 
tions to corticosteroid therapy should be ob- 
served. 

No precautions are necessary in regard to 
dietary restriction of sodium or supplementa- 
tion with potassium. 

Since aristocorT has less of the traditional 
side effects, the appearance of sodium and 
water retention, potassium depletion, or 
steroid hypertension cannot be used as signs 
of overdosage. As a rule patients will lose 
some weight during the first few days of 
treatment as a result of urinary output, but 
then the weight levels off. 

Patients do not develop the abnormally 
voracious appetite common to previous Corti 
costeroid administration. In fact, some patients 
experienced anorexia, and it is advisable to 
inform patients of this and to recommend 
they maintain a normal intake of food, with 
emphasis on liberal protein intake. 

While precipitation of diabetes, peptic 
ulcer, osteoporosis, and psychosis can be ex- 
pected to appear rarely from ARISTOCORT, 
they must be searched for periodically in 
patients on long-term steroid therapy. 

Traditional precautions should be observed 
in gradually discontinuing therapy, in meet- 
ing the increased stress of operation, injury 
and shock, and in the development of inter- 
current infection. 

There is one overriding principle to be ob- 
served in the treatment of any disease with 
ARIsTOcORT. The amount of the drug used 
should be carefully titrated to find the smallest 
possible dose which will suppress symptoms. 
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romise of A\PIStOCOrt 


in Rheumatoid Arthrit 


aRISTOCORT therapy has been intensely and 
extensively studied for periods up to one year 
on 292 patients with rheumatoid arthritis. 


Significant is the fact that most patients were 
severe arthritics, transferred to ARISTOCORT 
from other corticosteroids because satisfactory 
remission had not been attained, or because 
the seriousness of collateral hormonal effects 
had made discontinuance desirable. 


Results of treatment 


Freyberg and associates' treated 89 patients 
with rheumatoid arthritis (A. R. A. Class II 
or III and Stage II or III). Of these, 51 were 
on aRIsTocorT therapy from three to over 10 
months. In all but a few patients, satisfactory 
suppression of rheumatoid activity was ob 
tained with 10 mg. per day. Thirteen were 
controlled on 6 mg. or less a day, and for 
periods to 180 days. The investigators reported 
therapeutic effect in most cases to be A. R. A. 
Grade II (impressive) and that marked re 
duction in sedimentation rates occurred. 

Another interesting observation in this 
study : Of the 89 patients treated, 12 had ac- 
tive ulcers, developed from prior steroid ther- 
apy. In six patients, the ulcers healed while 
on doses of aRistocorT sufficient to control 
arthritic symptoms. 

Hartung” treated 67 cases of rheumatoid 
arthritis for up to 10 months. He found the 
optimum maintenance dose to be 11 mg. per 
day. Nineteen of these patients were treated 
for six to 10 months with an “excellent” thera- 
peutic response. 


Dosage and course of therapy 


The initial dosage range recommended is 14 
to 20 mg. per day—depending on the severity 
and acuteness of signs and symptoms. Dosage 
is divided into four parts and given with 
meals and at bedtime. Anti-rheumatic effect 
may be evident as early as eight hours, and 
full response often obtained within 24 hours. 
This dosage schedule should be continued 
for two or three days, or until all acute mani 
festations of the disease have subsided, 
whichever is later. 

The maintenance level is arrived at by re 
duction of the total daily dosage in decre 
ments of 2 mg. every three days. The range 
of maintenance therapy has been found to 
be from 2 mg. to 15 mg. per day—with only 
a very occasional patient requiring as much 
as 20 mg. per day. Patients requiring more 
than this should not be long continued on 
steroid therapy. 

The aim of corticosteroid therapy in rheu 
matoid arthritis is to suppress the disease only 
to the stage which will enable the patient to 
carry out the required activities of normal 
living or to obtain reasonable comfort. The 
maintenance dose of ARIsTOCORT to achieve 
this end is arrived at while making full use of 
all other established methods of controlling 
the disease. 

ARISTOCORT is available in 2 mg. scored tablets 
‘pink; 4 mg. scored tablets (white). Bottles 


of 30. 
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About 200 patients with respiratory allergies 
have been treated with aristocort for con 


tinuous periods up to eight months. 


Results of treatment 


Sherwood and Cooke!:? gave arnisTocorT to 
42 patients with bronchial asthma and allergic 
rhinitis. Average dose needed to control the 
asthmatic group was approximately 6 mg. per 
day (range, 2 to 14 mg. ). Results, which were 
called ge od to excellent” in all but four, were 
achieved on one-third less than similarly ef 
fective doses of prednisone Or prednisolone 

[he investigators noted other major im 
provements in aRIsTocort therapy over the 
older steroids. There was no increase in blood 
pressure In any patient: on the contrary, in 
12 patients, there was reduction of pressure 
when they were transferred to ARISTOCORT. 
One patient had required auxiliary antihyper 
tensive drug therapy; over a nine-week period 
on Aristocort, the pressure gradually fell 
from 206/100 to 136/79. In another case, the 
pressure slowly dropped from 205/105 to 
154/86. 

[he number of cases in which these inves 
tigators tried aristocorT in allergic rhinitis 
was not large enough to provide significant 
averages. However, the range of effective ther 
apy was from 2 to 6 mg. per day. These strik 
ingly low daily doses resulted in control of all 
signs and symptoms. 

Schwartz* treated 30 patients with chronic, 
intractable bronchial asthma. At an average 
daily dose of 7 mg., he reported “good to ex- 
cellent” results in all but one. Spies,* Barach® 
and Segal,® reported similar results at aver- 
age daily maintenance doses of 4 to 10 mg. 
of ARISTOCORT. 


Dosage and course of therapy 


The initial dosage range recommended is 8 to 
14 mg. of arnistocort daily. Although a rare, 
very severe Case may require more than this on 
the first day of therapy, these dosages will 
usually result in prompt alleviation of dyspnea, 
wheezing and cyanosis. Patients are soon able 
to carry out a normal span of daily activity. 

The maintenance level is arrived at by re 
duction of the total daily dose every three 
days in decrements of 2 mg.; in the over-all 
series, the average daily dose for bronchial 
asthma is approximately 8 to 10 mg. and for 
allergic rhinitis, 2 to 6 mg. per day. All total 
daily doses should be divided into four parts 
and given with meals and at bedtime. As in 
every condition where corticosteroids are em 
ployed, each patient's treatment should be 
individualized and the maintenance arrived 
at by careful titration against signs and symp 
toms of disease. 

Patients with chronic bronchial asthma may 
require steroid therapy for several months. 
And since asthma may be associated with 
cardiac disease, especially in the older age 
groups, ARISTOCORT is particularly useful be- 
cause of its ability to cause excretion of 
sodium and water. — 

ARISTOCORT is available in 2 mg. scored tab- 
lets (pink); 4 mg. scored tablets (white). 
Bottles of 30. 
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Nephrotic Syndrome 


Fourteen patients with the nephrotic syn- 
drome have been treated with ar1stocort for 
continuous periods of up to six weeks. 


Results of treatment 


Hellman and associates! noted that 
ARISTOCORT, because of its favorable electro- 
lyte effects, may well be the most desirable 
steroid to date in treatment of the nephrotic 
syndrome. However, thus far its use has been 
reported in only 14 children, of whom 8 had 
a complete diuresis and disappearance of all 
abnormal chemical findings. Four of the pa- 
tients had diuresis, but continued to show 
some abnormal chemical findings, while two 
patients with signs of chronic renal disease 
failed to respond. 


Dosage and course of therapy 


In order to produce maximal response, 20 mg. 
should be given daily until diuresis occurs. 
The dose should then be decreased gradually 
and maintained around 10 mg. a day. After 
the patient has been in remission for some 
time, it may be advisable to diminish the dose 
gradually and discontinue aRIsTocorT. 


The Promise of /A\ristOcort 


ilmonary Em 


nd Fibrosis 


Eleven patients with pulmonary emphysema 
and/or fibrosis were treated with ARISTOCORT 
for continuous periods of over two months. 


Results of treatment 


Only small series of cases observed by Barach,’ 
Segal,t and Cooke,® are available. Barach 
treated patients who were not adequately con 
trolled by prednisone, with the same dose of 
ARISTOCORT with significant improvement. 


Dosage and course of therapy 


The initial suppressive dose range recom 
mended is 10-14 mg. daily. Frequently, there 
is a prompt decrease in cyanosis and dyspnea, 
with increase in vital capacity. 

The average maintenance dose level was 
8 mg. a day. If it is desired to maintain a pa 
tient on continuous therapy for some months, 
dosages as low as 2 mg. a day have been suc- 
cessful. All decreases in dosage should be 
gradual and at a rate of 2 mg. decrements in 
total daily amount, every two to four days. 
The daily dosage is divided into four parts and 
given with meals and at bedtime. 





Neoplastic Diseases 


) Forty-four children and adults have been 
given aristocort for palliative treatment of 
acute leukemia, chronic lymphatic leukemia, 
lymphosarcoma, lympholeukosarcoma and 
Hodgkin's disease. 


Results of treatment 


Farber® has treated 22 children with acute 
leukemia for an average of three weeks. Of 
the 17 observed long enough to judge the 
efficacy of the medication, he rated five as 
excellent, three as good, two as fair and seven 
as poor responses. 

Hellman and associates’ gave ARISTOCORT 
to a group of patients with the various lym 
phomas in doses of 40 to 50 mg. a day—occa 
sionally up to 100 milligrams. Treatment was 
continued in some cases for 17 weeks. Re 
sponse was classified as good for the palliative 
purposes for which the drug was given. 


Dosage and course of therapy 


Massive initial suppressive doses of 40 to 50 
mg. per day in children (1 mg./kg./day) and 
up to 100 mg. a day in adults have been 
administered. 

Responses to any specific dosage in these 
conditions vary so widely that only a general 
dosage range can be indicated. Treatment 


must be individualized; rate of reduction in 
dosage and determination of maintenance 
levels cannot be categorized. 


Miscellaneous 


Patients with various other diseases have been 
treated by several clinical investigators. These 
include patients with osteoarthritis, acute bur- 
sitis, rheumatic fever, spondylitis, other 


“collagen-vascular” diseases (dermatomyositis, 
etc. ), thrombocytopenic purpura, chronic eosi- 
nophilia, hemolytic anemia, diuretic-resistant 


congestive heart failures, and adrenogenital 
syndrome. 

There have not been sufficient patients in 
any of the above categories to permit defini- 
tive treatment schedules to be finally estab- 
lished for antstocort. Additional studies are 
now in progress and physicians desiring in- 
formation on any of these diseases are re- 
quested to write to Lederle Laboratories, Pearl 
River, New York for available data. 

ARISTOCORT is available in 2 mg. scored tab- 
lets (pink); 4 mg. scored tablets (white). 
Bottles of 30. 
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in Inflammatory and 
Allergic Skin Diseases 


’) Over 200 patients with allergic and inflamma- 
tory skin diseases (including psoriasis, atopic 
dermatitis, exfoliative dermatitis, pemphigus, 
dermatitis herpetiformis, eczematoid derma- 
titis, contact dermatitis and angioneurotic 
edema) have been treated continuously with 
ARISTOCORT for periods of up to eight months. 


Results of treatment 


Rein and associates' treated 26 patients with 
severe dermatitis. Twenty-four had been on 
prednisone when changed to aRisTocorT. 
While some had found satisfactory sympto- 
matic relief, others had also developed side 
effects—moon face, buffalo hump, increased 
appetite with excessive weight increases and 
gastro-intestinal disturbances. 

These investigators determined the equiva- 
lent dosage of an1stocorT to be approximately 
two-thirds that required to control symptoms 
on the previous corticosteroid. Thirteen of the 
26, who had developed moon face, noted 
either an actual decrease or no further in- 
crease when transferred to ARISTOCORT. In 
addition: Voracious appetites disappeared, 
with loss of weight in 11 patients; there was 
no elevation in blood pressure, and no neces- 
sity to restrict sodium or administer supple- 
mental potassium, Sherwood and Cooke,” and 
Shelley and Pillsbury’ obtained similar results 
in allied disorders. 

Hollander* first observed that ARIsTOCORT 
appears to have striking affinity for the skin 
and great activity in controlling such diseases 
as psoriasis, for which other corticosteroids 
have been indifferently effective. Shelley and 
Pillsbury,* in 50 cases of acute extending 
psoriasis found that over 60 per cent were 
markedly improved. 


Dosage and course of therapy 


The recommended initial suppressive dose 
range is 14 to 20 mg. per day. In very severe 
cases, temporary dosages up to 32 mg. a day 


The Promise of A\ristOCort 


have been successfully employed. Once le 
sions are suppressed, gradually reduce dose 
to the maintenance level—which may be as 
low as 2 mg. per day. 
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Forty patients with disseminated lupus ery- 
thematosus were treated with aristocort for 
continuous periods of up to nine months. 


Results of treatment 


Patients have responded very promisingly to 
therapy. Dubois' has had the largest single 
experience (28 cases) with aristocort in the 
treatment of this disease. He reported 25 of 
the 28 responded favorably. 

Freyberg,” Hartung,* Hollander,‘ Spies,° 
and Segal,® each in smaller series of cases, 
reported similarly good therapeutic responses. 


Dosage and course of therapy 


The initial suppressive dose recommended is 
20-30 mg. daily. Once the desired effect is 
achieved, the dose should be reduced gradu 
ally to maintenance levels (3 to 18 mg. per 
day). 

In severely ill patients large doses may be 
required for several days in order to preserve 
life. Even on these large doses, edema and 
sodium retention have not occurred. 

ARISTOCORT is available in 2 mg. scored tab 
lets (pink); 4 mg. scored tablets (white). 
Bottles of 30. 
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GP’s LEAD ATTENDANCE AT 1958 
MICHIGAN CLINICAL INSTITUTE 


At the March, 1958, Michigan Clinical Insti- 
tute, held at the Sheraton-Cadillac Hotel, Detroit, 
431 general practitioners were registered. The 
surgeons had a total of 212, followed by the in- 
ternists with 161. A surprisingly large turn-out 
of residents and interns chalked up a figure of 
235. In all, seventeen specialties were repre- 
sented. Attendance from other sections was: 

Pediatrics : 86 
Obstetrics-Gynecology . 73 
Nervous & Mental Disease 32 
Pathology : 5 31 
Occupational Medicine 29 
Public Health _ 26 
Ophthalmology-Otolaryngology 21 
Gastroenterology-Proctology 20 
Radiology .. 15 
Dermatology-Syphilology 7 
Urology ‘ 6 
Anesthesiology 2 

Thirty-nine physicians did not indicate a spe- 

cialty on their registration cards. 


159 Communities Represented 

Of the 1,426 M.D.’s who attended the MCI, 
Detroit registered 683. Flint came in second with 
seventy-three, Ann Arbor had fifty, and Lansing 
was fourth with forty-six. 

Sixty-eight M.D.’s came from out of Michigan 

with thirty-four from Canada. One hundred 
and fifty-nine separate communities of Michigan 
were represented at the 1958 MCI by one or 
more medical men. 


SOCIAL WORK PROGRESS INSTITUTE 


About 600 people in the fields of social work, 
mental health and education attended the seventh 
annual Social Work Progress Institute Friday, 
April 11, at The University of Michigan. 

The Institute is sponsored by the University 
of Michigan School of Social Work, its alumni, 
and the University of Michigan Extension Service. 

Following registration at 9:30 a.m., section 
meetings were held on “Treatment of Emotional 
Problems of Adolescents,” speaker Willard J. Hen- 
drikson, M.D., chief of Adolescent Service of the 
Neuropsychiatric Institute; “Social Work Help 
to Parents of School Children,” speaker Florence 
Poole, University of -Illinois professor of social 
work. 

Two other discussion groups were held on “Pro- 
tective Social Work Services—Their Potential,” 
speaker Russell G. Oswald, commissioner of the 
New York State Board of Parole; and “Interna- 
tional Social Work Frontiers,” speaker Julia Hen- 
derson, director, United Nations Bureau of Social 
Affairs. 
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At a luncheon in the Michigan Union Ball- 
room, where J. Milton Yinger, professor of socio- 
logy at Oberlin College, a visiting professor at 
the University of Michigan, spoke on “Develop- 
ments in the School of Social Work.” 

Participants were from all over Michigan, in- 
cluding Lansing, Grand Rapids, Kalamazoo, 
Saginaw, Muskegon, Flint, Detroit, Jackson, Battle 
Creek and Toledo, and northern Ohio 


MSMS IS EIGHTH IN POPULATION 


According to a recent survey made by Rogers, 
Slade and Hill, consultants on management prob- 
lems, New York City, the Michigan State Medical 
Society is eighth in population among the medical 
societies of the nation. The 1957 figures are as 
follows: 


New York 
California 
Pennsylvania 
Iowa 

Ohio 

Texas 
Massachusetts 
Michigan 


The Rogers, Slade and Hill survey indicates 
that 90 per cent of Michigan’s Doctors of Medi- 
cine, on a voluntary basis, are members of the 
American Medical Association. 

Michigan is tenth in amount of state society 
dues, according to a survey made by the Washing- 
ton State Medical Association. Other state dues 
including assessments) for the current vear are: 


Utah State Medical Association....$140.00 
Nevada $120.00 
Iowa 85.00 
North Dakota 75.00 
South Dakota 75.00 
Wisconsin 75.00 
Colorado 75.00 
Arizona 70.00 
New Mexico 70.00 
Michigan 60.00 


MEDICINE’S FOURTH ESTATE 

Every active physician recognizes the constantly 
growing importance of his county, state and na- 
tional medical societies—the three great “estates” 
of organized medicine in America. 

In the past few decades, medical practice has 
become ever more complex. Doctors today must 
deal not only with more than a score of fellow 
médical specialists, but with several score of “para- 
medical” technicians, many of whom are finding 


(Continued on Page 826) 
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FIRST—clinically confirmed for better management 
of psychotic patients 


NOW-— clinically confirmed as an improved 
antiemetic agent 


ESPRIN 
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PROMPT, POTENT and LONG-LASTING ANTIEMETIC ACTIVITY 


Clinical investigators* report that in clinical studies 
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VESPRIN 
showed potent antiemetic action 
completely relieved nausea and vomiting in small 
intravenous doses 
showed a prolonged antiemetic effect 
caused little or no pain at injection site 
controlled chronic nausea and vomiting in 
orally administered doses 
produced relief in certain cases refractory to other antiemetics 
often markedly depressed or abolished the gag reflex 
effectively terminated the hard-to-control nausea and 
vomiting common to nitrogen mustard therapy 
provided prophylaxis against the nausea and 
vomiting associated with pneumoencephalography 
*Reports to the Squibb Institute for Medical Research 
antiemetic dosage: I/ntravenous route —8 mg. average single dose; dosage range 5 to 10 mg. 
Intramuscular route —15 mg. average single dose; dosage range 5 to 15 mg. 
Oral route—10 to 20 mg. initially, subsequently 10 mg. t.i.d. 
supply: Parenteral Solution—1 ce. ampuls (20 mg./cc.) 


Oral Tablets—10 mg., 25 mg., 50 mg., in bottles of 50 and 500 
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Investigator 
after investigator reports 


Wilkins, R. W.: New England J. Med. 257:1026, Nov. 21, 1957. 


“Chlorothiazide added to other antihypertensive drugs reduced the blood 
pressure in 19 of 23 hypertensive patients.” “All of 11 hypertension 
subjects in whom splanchnicectomy had been performed had a striking 
blood pressure response to oral administration of chlorothiazide.” “. . . it is 
not hypotensive in normotensive patients with congestive heart failure, in 
whom it is markedly diuretic; it is hypotensive in both compensated and 
decompensated hypertensive patients (in the former without congestive 
heart failure, it is not markedly diuretic, whereas in the latter in congestive 
heart failure, it is markedly diuretic). ...” 


Freis, E. D., Wanko, A., Wilson, I. H. and Parrish, A. E.: J.A.M.A. 1667137, 
Jan. 11, 1958. 

“Chlorothiazide (maintenance dose, 0.5 Gm. twice daily) added to the 
regimen of 73 ambulatory hypertensive patients who were receiving other 
antihypertensive drugs as well caused an additional reduction [16%] of 
blood pressure.” “The advantages of chlorothiazide were (1) significant 
antihypertensive effect in a high percentage of patients, particularly when 
combined with other agents, (2) absence of significant side effects or 
toxicity in the dosages used, (3) absence of tolerance (at least thus far), and 
(4) effectiveness with simple ‘rule of thumb’ oral dosage schedules.” 


RESERPINE (0.5 mg./day) 


HYDRALAZINE (200 mg./day) 
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In “Chlorothiazide: A New Type of Drug for the Treatment of Arterial Hypertension,” 
Hollander, W. and Wilkins, R. W.: Boston Med. Quart. 8: 1, September, 1957. 


MERCK SHARP & DOHME oivision ot merck & CO., Inc, Philadelphia 1, P mOo 
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the effectiveness of 


Hypertension 


as simiple as [7-2-3 


INITIATE THERAPY WITH 'DIURIL". ‘piurit' is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day. 


ADJUST DOSAGE OF OTHER AGENTS. The dosage of other antihypertensive medication 
(reserpine, veratrum, hydralazine, etc.) is adjusted as indicated by patient response. If the patient is 
established on a ganglionic blocking agent (e.g., 'INVERSINE') this should be continued, but the total 
daily dose should be immediately reduced by as much as 25 to 50 per cent. This will reduce the 
serious side effects often observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION. The patient must be frequently observed and 
careful adjustment of all agents should be made to determine optimal maintenance dosage. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'piurit' (chlorothiazide); bottles of 100 and 1,000. 
"DIURIL' is a trade-mark of Merck & Co.. Inc. 


Smooth, more trouble-free management of hypertension with 'DI 
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YOU AND YOUR BUSINESS 


MEDICINE’S FOURTH ESTATE 
(Continued from Page 822) 


it difficult to adjust themselves to a “table of 
organization” in which the Doctor of Medicine 
must, by training and responsibility, be the cap- 
tain of the team. 

Then, too, in the areas of hospital-physician 
relations, of public health, of medical care pre- 
payment, and of social security, organized medicine 
is required to think in new terms and to act with 
decision, if it is to retain the leadership which 
the people expect of their physicians. The de- 
mands of our time call for medical statesmanship 
of the highest order. 

And now, medicine has added a “fourth estate.” 
The World Medical Association, which, though it 
was founded only a little more than ten years ago. 
has already earned for itself world-wide recognition 
as “the international voice of organized medicine.” 

Our American Medical Association is one of 
the fifty-three national medical associations which 
comprise the membership of The World Medical 
Association. Within the United States, some 5,500 
leading American physicians have formed a sup- 
porting committee, known as the United States 
Committee of The World Medical Association 
President of the U. S. Committee is Dr. Austin 
Smith, Editor of The Journal AMA. Secretary- 
Treasurer is Dr. Louis H. Bauer, who has also 
served as Secretary General of The World Medical 
Association since its founding in 1947. 

The purposes of the U. S. Committee are those 
of WMA itself: to work for the highest standards 
of medical care in all parts of the world; to de- 
fend and preserve the freedoms that are essential 
to good medical practice; to provide a forum for 
the solution of problems common to physicians the 
world over; and to promote world peace. 

You have an opportunity to play your part in 
this vital cause by becoming a member of the 
U. S. Committee of WMA. The AMA House 
of Delegates has urged that every member of 
AMA join the U. S. Committee. Annual dues are 
$10.00, and the Committee’s headquarters are 
at 10 Columbus Circle, New York 19, New York. 

The chairman for Michigan is William A 
Hyland, M.D., Grand Rapids. 


HIGHLIGHTS OF EXECUTIVE 
COMMITTEE OF THE COUNCIL 
Meeting of April 15, 1958 


® Site Committee Chairman K. H. Johnson, 
M.D., Lansing, reported that Registered Pro- 
fessional Engineer Ralph K. Seeley had found 
that soil conditions and utility services at the 
proposed site for new MSMS building (Saginaw 
Street—M78—and Abbott Road, East Lansing 
were most satisfactory and the property appears 
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to be very desirable both from general location 
and appearance. Subject to approval by Archi- 
tect Yamasaki and Legal Counsel Dodd, the 
Executive Committee approved consumation of 
purchase of this site. The “Big Look” Commit- 
tee was instructed to confer with the architect 
re the needs of the new building and to de- 
velop preliminary ideas on which final plans can 
be drawn, 


Veterans Home Town Medical Care Program. 

A committee was appointed to review and 
re-negotiate the Veterans Administration Home 
Town Medical Care Fee Schedule as the cur- 
rent contract expires June 30, 1958. Commit- 
tee: B. M. Harris, M.D., Ypsilanti; G. Thomas 
McKean, M.D., Detroit; D. Bruce Wiley, M.D., 
Utica. 


National Science Fair.—MSMS will co-operate 
with the American Medical Association and the 
Genesee County Medical Society at this Fair in 
Flint, May 7-10, by contributing one-half the 
cost of the souvenir programs. 


@ Horace F. Bradfield, M.D., Detroit, was 
nominated to the Governor and the Michigan 
Secretary of State to fill a vacancy existing on 
the Michigan State Board of Registration in 
Medicine. 


® The 1958 MSMS Annual Session will be held 
in Detroit, September 29-30, October 1-2-3 
Chairmen and Secretaries of the Assemblies were 
appointed; also two Press Committees, one for 
the scientific and one for the House of Dele- 
gates’ activities. 


® Michigan Clinical Institute of 1958.—The au- 
dit of exhibitors——a pioneering activity in evalu- 
ation of the worth of the exhibit to the M.D.’s 
attending the Institute, was reported by the 
Executive Director who was authorized to trans- 
mit the report to the Medical Exhibitors Asso- 
ciation. Thanks were extended to the following 
“auditors” of the MCI Exhibit: William Brom- 
me, M.D.. Detroit; A. B. Gwinn, M.D., Hast- 
ings; B. M. Harris, M.D. Ypsilanti; F. E. Lud- 
wig, M.D., Port Huron; G. E. Millard, M.D., 
Detroit: W. C. Rundles, M.D., Flint; G. B. 
Saltonstall, M.D., Charlevoix, R. W. Shook, 
M.D.. Kalamazoo: R. W. Teed, M.D., Ann 
Arbor and C. L, Weston M.D., Owosso. 


The 1959 Michigan Clinical Institute.—W. S. 
Jones, Sr., M.D., Menominee, was appointed 
Chairman of Arrangements. The Committee on 
Program was appointed: William S. Reveno, 
M.D., Detroit, Chairman; H. M. Bishop, M.D., 
Saginaw; R. L. Mainwaring, M.D., Dearborn; 
John M. Sheldon, M.D., Ann Arbor; J. M. 
Wellman, M.D., Lansing, and Paul de Kruif, 
Ph.D.. Holland, as Advisor. 


(Continued on Page 828) 
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“Theominal R.S. 


(Theominal with Rauwolfia serpentina) 


ADVANTAGES: 


1. Gradual but sustained reduction of blood pressure 

2. Diminution of emotional tension, anxiety and insomnia 

3. Alleviation of congestive headache, vertigo, dyspnea 

4. Improvement in orientation and social behavior in the aged 


Dose: 1 tablet two or three times daily. 


Supplied: Bottles of 100 and 500 tablets. uithivel icsineiaiiiidias 


NEW YORK 18, N.Y. 
Theominal and Luminal (brand of phenobarbital), trademarks reg. U. S. Pat. Off. 
June, 1958 
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AND YOUR BUSINESS 


HIGHLIGHTS OF EXECUTIVE 
COMMITTEE 


(Continued from Page 826) 


® The Editor’s recommendation, to run an annual 
feature article on a leading industrialist in the 
pharmaceutical field, was approved; also Dr. 
Haughey’s recommendation on plan of develop- 
ing history of Michigan Medical Service was 
given approval. 


Appointments.—D. Bruce Wiley, M.D., Chair- 
man of The Council, appointed a Committee 
to Study Utilization of Vacant Tuberculosis 
Facilities for Chronic Diseases, with R. L. Rap- 
port, M.D., of Flint, as Chairman; he also ap- 
pointed a Committee on Vocational Rehabilita- 
tion, with F. C. Swartz, M.D., Lansing, as 
Chairman; Carl J. Sprunk, M.D., Dearborn, 
was appointed as MSMS representative to at- 
tend the AMA Civil Defense Meeting, June, 
1958. Appointed to the Committee on National 
Defense was H. B. Latourette, M.D., of Ann 
Arbor. 

MSMS representatives to the Liaison Commit 
tee with Michigan Hospital Association were ap- 
pointed: L. Fernald Foster, M.D., Detroit, 
Chairman; C. A. Payne, M.D., Grand Rapids: 
W. S. Reveno, M.D., Detroit; G. W. Slagle, 
M.D., Battle Creek, and D. Bruce Wiley, M.D.., 
Utica; also MSMS representatives to help ar- 
range program of medical seminar for Michi- 
gan Board of Alcoholism were appointed with 
Richard C. Bates, M.D., Lansing, as Chairman. 


The request for MSMS co-sponsorship of the 
Annual Conference on Aging, University of 
Michigan, June, 1958, was approved. 


The final report of the Special Committee on 
Study of Mal-practice Insurance (C. E. Um- 
phrey, M.D., Detroit, Chairman) was read and 
referred to the Publication Committee for in- 
clusion in THE JOURNAL. 


Committee Reports.—The following were given 
consideration: Medical Care Insurance Com- 
mittee, meeting of April 12; Advisory Com- 
mittee to Medical Assistants, April 13; Beau- 
mont Memorial Foundation, meeting of Mem- 
bers and of Board of Trustees, January 30. 


A vote of thanks was extended to Michigan 
Medical Service which acted as host to the Ex- 
ecutive Committee of The Council in its Detroit 
Headquarters on this date. 





MSMS ANNUAL SESSION 
Tuesday Noon through Friday Noon 
September 30-October 3, 1958 
Sheraton-Cadillac Hotel, Detroit 








WHAT THEY SAID ABOUT THE 1958 
MICHIGAN CLINICAL INSTITUTE 


Cyrus C. Erickson, M.D., Memphis, Tennessee (guest 
speaker): “I assure you that it was indeed a pleasure 
and an honor to participate and appear on your 1958 
Michigan Clinical Institute Program I was impressed 
by the thoughtful attention for pre-meeting arrang: 
ments for the speakers, as well as the program arrang 
ments, and would add my appreciation and praise, as 
a visiting speaker, for such excellent arrangements. I 
certainly wish to thank you and indicate my apprecia- 
tion of the thoughtful consideration and courtesies that 
vou, as well as my ubiquitious host, Dr. O. A. Brines 


extended to me on my visit with you in Detroit.” 


Francis C. Brown, Ph.D., Bloomfield, New Jersey 


(guest speaker): “It was a pleasure for me to come to 
Detroit and to meet and to speak to so many of your 
members. I want to express my sincere thanks to you, 
Dr. Umphrey, and to Secretary Foster for all your 
hospitality at the Michigan Clinical Institute. I hav 
written to my ubiquitious host, Dr. Grover C. Pen 


berthy, thanking him for all his kindnesses 


Henry T. Bahnson, M.D., Baltimore, Maryland (guest 
speaker): “It was a pleasure to join you at the Michigan 
Clinical Institute, and I greatly appreciated the oppor 


tunity to speak. My many thanks for the invitation.’ 


Clyde L. Randall, M.D., Buffalo, N. Y. (guest speak 
er “You and all officers of the Michigan Clinical 
Institute are to be congratulated on the continuing suc 
cess of the Institute. Thank you for the invitation to 
participate.” 


C. E. Umphrey, M.D., Detroit, MCI General Chai: 
man of Arrangements: “My thanks to all who helped 
make so eminently successful the 1958 Michigan Clinical 
Institute. Many hands—especially experienced hands 
ilake easy a great task. My congratulations on a fin 
performance. The MCI this year was the best!” 


F. E. Ludwig, M.D., Port Huron, Michigan: “I en 
joyed the 1958 Michigan Clinical Institute, as you well 
know, and also the television program. The reaction 
to the latter throughout the state has been tremendous 
It was probably one of the best things that we have 
ever done, particularly from a public relations stand- 
point.” 


Anamae Calhoun, Audio Digest Foundation, Glen- 
dale, California (Exhibitor): “Our comments regarding 
your smooth organization in the two Michigan meet- 
ings that you conduct go especially for the 1958 Michi- 
gan Clinical Institute. Thank you for all of your help 
in seeing that we were well cared for, as were all the 
exhibitors.” 


Harvey C. Hallum, Professional Relations Director of 
Mead Johnson & Company (Speaker at Residents, In- 
terns Conference): “Certainly, you are to be compli- 
mented for arranging such an interesting program. Those 
present truly derived a great deal of benefit of the 
subject covered. We would indeed be honored to have 
the opportunity and pleasure to participate in any and 
all of your future programs.” 


IMSMS 








- po 


imag rnegenentriaeensamraee 


ee 








ae OE i =a, 
5 : 





JONNAGEL | 
“ NEOMYCI 








: rN al- leks lome we Colle]. 1-1-4, bao) 4.10] Molt. bar eV bal-1 7-0-1. lolol ios 
® 


Diarrheas due to neomycin-susceptible pathogens 
are eflectively treated by the highly efficient in- 
testinal antibiotic in DONNAGEL witH NEOMYCIN, 
whose other ingredients serve to control toxic, ir- 
ritative oO causes. Result: Early re- 
establishment.of normal-bowel function. 


SUPPLY: Lottles of 6 fl. oz. 


ALSO AVAILABLE: DONNAGEL, the original formula, for 
use when the antibiotic component is not indicated: 
Bottles of 6 fl. oz. 


. H. ROBINS CO., 


PMC OM IOS OF sedis Le 


Each 30 cc. (1 fl. oz.) of the comprehensive formula 
of DONNAGEL WITH NEOMYCIN contains: 


NE i 300 mg. 
(Equal to neomycin base, 210 mg 


Kaolin (90 gr.) Ee a ee ; 


...6.0 Gm. 
Poetina(2 Qe iiiase is... secscistantenes<-.. 142.8 mg. 
Dihydroxyaluminum aminoacetate ......0.25 Gm. 
Hyoscyamine sulfate 2.000000... 031037 mg. 
Avepiee CGie.... 23.0)... 0.0194 mg. 
Hyoscine hydrobromide ............ ......0.0065 mg 
Phenobarbital ('4 gr.) .............. Bi. ..... ...16.2 mg. 

INC., RICHMOND 20, VIRGINIA 
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Cancer Comment 





THE PROFESSION’S OBLIGATION 
TO THE CANCER PATIENT 





In the intensity of study and treatment of today, 
oftentimes the disease is dwelt upon instead of 
the patient On the whole; nowhere is this so em- 
phasized than in the field of cancer. True it is, 
that much time and effort should be and is de- 
voted to the type, stage of development, access- 
ability, and receptibility to treatment; but while 
so doing, the feelings of the patient must at all 
times be kept in mind. 

The patient’s life hangs in the balance; con- 
sequently, he or she is the one directly involved 
We the profession, including physicians, nurses, 
and laboratory and treatment technicians are in 
the area of help. Therefore, it is the mannet 
of our approach and consideration that is of great 
aid to the patient’s state of mind in relieving the 
anxiety and stimulating the hope that no matte: 
what the outcome, every avenue of help has been 
explored and offered. 

By so gaining the confidence of the patient, 
the way is greatly smoothed for all. Further, this 
eliminates the doubting thoughts that enter the 
mind of the ill patient, especially when in so 
many cases the knowledge of the presence of can- 
cer is like a bomb to both patient and family. 
When it hits, it is time for diligent and thoughtful 
conferences between the medical advisors and the 
family as to the best method of approach in mak- 
ing this presence known to the patient, and the 
line of treatment to be employed. At this mom- 
ent, the confidence of the involved ones can be 
made or destroyed by too much of a standardiza- 
tion approach rather than an individualizing of 
the case. 

For the early case surgery, x-ray, or chemo- 
therapy, depending on the diagnosis and the ap- 
plication of the best one of these in light of ow 
knowledge gained through experience and _re- 
search, will no doubt result in a cure or marked 
prolongation of expectancy. But it is in the ad- 
vanced or terminal case where the most judicious 
procedure of all is indicated. Here an approach 
that is honest, while not brutal, with understand- 
ing and kindness is of the greatest help to the 
afflicted one. An expression of or promise that 
every known resource available at present or in 
the future will be employed with not only a prom- 
ise, but actually relieving intractable pain—relief 
of depressing or nauseating odors through surgery, 
x-ray, or chemo-therapy even though there is very 
little hope of permanency help in preventing in- 
fection, dehydration, and anemia by the usual 
methods with employment of nerve severing meas- 
ures are all parts of our armamentarium. Also. 
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knowledge that consultation with conferences or 
discussion in the cancer-tumor clinics adds greatly 
to the patient’s and family’s piece of mind. 

Now, to what does this all lead? First, the 
patient is helped immeasurably by the knowledge 
and confidence that no matter the outcome, every- 
thing possible is being offered for his or her relief 
and they are being given helping hands in their 
great trial; secondly, there is no need for the 
entering of the unscrupulous Charlatan who so 
glowingly and glibly offers aid for a price—let’s 
not waste time on him, even though 5 per cent 
of the medical cost today goes to quacks, but 
rather turn to our conscience to ascertain whether 
we have done all possible to aid both mentally 
and physically the stricken ones, and thus add 
roses to the tomb of Hypocrates to whom we so 
solemnly swore to at all times approach our work 
with the highest integrity. 

There are only two results in cancer: cure or 
demise. It is our duty to devote all our efforts 
to each; even though it is disappointing and at 
times heart rendering to us, how much greater 
is the mental anguish to those that have it and 
are on the losing path. Remember the Biblical 
passages: 
re Inasmuch as ye have done it unto the least of 
these "e 
gs Whatsoever ye would that men should do to you, 
do ye even so to them. . .”+ 


Do not leave the patient or his family stranded 
with a shrug of the shoulders, but rather stick it 
out to the end. Who knows, perhaps you or 
yours may ultimately be one of the quarter of a 
million who succumb each year from proven 
cancer, Improvement in the number of cured 
patients in nearly all phases of cancer are en- 
couraging. Also, greater relief to the suffering of 
the terminal patients is heartening, but above 
all we must give sympathy and kindness. 


Wituram A. HyLanp, M.D. 
Member, Cancer Co-ordinating Committee 
Michigan State Medical Soctety 


If pancreatic cancer is suspected, it may be wise to 
find out how well the liver and gall bladder are func- 
tioning 

_ * * 


Many cancers reported as of the liver really are met- 
astases in the liver from a primary growth in some other 
organ. 

” . * 


Vital statistics and the conclusions drawn from them 
can be no more accurate than are the basic data on 
which they are built. 


*Matthew 25:40. 
+Matthew 7:12. 
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NOW...A NEW TREATMENT 


CARDILATE 


for 


‘Cardilate’ tablets shaped for easy retention 
in the buccal pouch 


“... the degree of increase in exercise tolerance which sublingual ery- 
throl tetranitrate permits, approximates that of nitroglycerin, amyl 
nitrite and octyl nitrite more closely than does any other of the approxi- 
mately 100 preparations tested to date in this laboratory.” 


“Furthermore, the duration of this beneficial action is prolonged suffi- 
ciently to make this method of treatment of practical clinical value.” 


Riseman, J. E. F., Altman, G. E., and Koretsky, S.-: 
Nitroglycerin and Other Nitrites in the Treatment of 
Angina Pectoris, Circulation Jan.) 1958. 


*'Cardilate’ brand Erythro!l Tetranitrate SUBLINGUAL TABLETS, I5 mg scored 


val BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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PR REPORT 





EDUCATIONAL SEMINAR 

The Educational Seminar, sponsored by the 
MSMAS and MSMS, and held in Detroit, March 
19, 1958, had as its theme “Two Sides of the 
Desk.” This topic comes under the category of 
“The Humanities and Sociological-Psychological 


J. W. Rice, M.D., (right) of Jackson, Chairman of 
the MSMS Advisory Committee to the Michigan State 
Medical Assistants Society, discusses the Medical Assist- 
ants’ “Educational Seminar” program with University 
of Michigan instructors (left to right) Alfred W. Storey, 
Ph.D., Richard L. Cutler, Ph.D., and John M. Shel- 
don, M.D 


Sciences”; one of the three major topic areas cur- 
rently being offered to MSMAS members by the 
University of Michigan Extension Service. The 
other two topics are “Medical Office Management” 
and “Office Nursing.” 

Each year, during the MC}, the Michigan State 
Medical Assistants Society plans to hold a one- 
day, post-education seminar, rotating subject mat- 
ter in the three areas mentioned above. In this 
way, medical assistants will have an opportunity 
to keep abreast of new developments and _ tech- 
niques in their occupation. 


SPEAKERS BUREAU 

Doctors in the Bay-Arenac-losco County Medi- 
cal Society have formed a Speakers Bureau undet 
the chairmanship of W. G. Gamble, M.D., Bay 
City. 

In his president’s message in the March Bulletin, 
O. F. Jens, M.D., reports: 


“The response to our call for members of the Medical 
Society to join the Speakers Bureau has been very 
gratifying. A roster of very capable speakers has been 
listed, and the number or organizations who have in- 
quired about and asked for speakers on medical topics 
has been very large. Much credit must be given to 
Doctor Gamble’s enthusiasm and organizing work.” 
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SCIENCE AWARD WINNERS 


On May 1, Oakland, Macomb and Wayne 
County Medical Societies joined with the Metro- 
politan Detroit Science Fair (Michigan State Fair 
Grounds, May 1-4, 1958), to present “Certificates 
of Merit”. to the twenty top junior and high school 
students who entered exhibits related to the field 
of medicine. The awards were presented at a 
special luncheon after which the twenty awardees 
were given a conducted tour through Wayne State 
University College of Medicine. 

The twenty awardees were selected from ap- 
proximately 1,250 student exhibitors. The jude- 
ing took place on April 30 and was done by 
David Sugar, M.D., James Fryfogle, M.D., and 
Joseph Worzniak, M.D., of Wayne County; Oscar 
Stryker, M.D. and Russell F. Salot, M.D., of 


Drs. C.. I. Owen (left), and L. J. Bailey (right), 
President and Immediate Past President of Wayne Coun- 
ty Medical Society, inspect the “Certificate of Merit” 
presented to Robert Seguin (center), Grand Award 
winner of the Metropolitan Detroit Science Fair. 


Macomb County; and J. D. Monroe, M.D., and 
J. J. Marra, M.D., of Oakland County Medical 
Society. 

Special recognition was given to Robert Seguin 
who was one of two Grand Award winners of the 
Metropolitan Detroit Science Fair. His exhibit 
was titled, “Separation of the Plasma Proteins 
Using Chromatographic and Electrophoretic 
Methods.” 

The two Grand Award winners exhibited at the 
National Science Fair in Flint, May 7-10. The 
AMA selected at the Flint fair the two top ex- 
hibitors in fields related to Medicine, to exhibit 
at the AMA Convention in San Francisco this 
month. 

(Turn to Page 834) 








SR is a cardiac patient. His doctor 
put him on ATARAX because (+) 
it is an anti-arrhythmic and non- 
hypotensive tranquilizer. 





Other tranquilizers added to PN’s 
g. i. discomfort (he has ulcers). 
But now his doctor has him on 
ATARAX because (+) it lowers gas- 
tric secretion while it tranquilizes. 





Asthmatic JL used to have fre- 
quent tantrums followed by agute 
bronchospasm. Her family doctor 
tranquilized her with ATARAX be- 
cause |+) it is safe, even for chil- 
dren. 


Senile anxiety and persecution 
complex dogged Mrs. K. until her 
doctor prescribed ATARAX Syrup. 
(+) It tastes good, and it’s a per- 
fect vehicle for Mrs. K’s tonic. 


Dosage: Children, 1-2 10 mg. tablets or 
1-2 tsp. Syrup t.i.d. Adults, one 25 mg. 
tablet or 1 tbsp. Syrup q.i.d. 

Supplied : 10, 25 and 100 mg. tablets, bottles 
of 100. Syrup, pint bottles. Parenteral Solu- 
tion, 10 cc. multiple-dose vials. 
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Important 


Announcement of 
Arteriosclerosis 


Treatment 


GEROT PHARMACEUTIKA, own- 
ers of United States Letters Patent 
#2-776-973 issued January 1957 to 
Gerhard Gergely of Vienna, Austria, 
have licensed MEYER AND COM- 
PANY of Detroit, Michigan, to syn- 
thesize and market 3, 7-dimethyl-xan- 
thine double salt in the United States 


of America. 


3, 7-dimethyl-xanthine double salt of 
oleic acid and magnesium, a stable 
compound marketed in Austria since 
1950 under the name “Perskleran” and 
used in the treatment of ARTERIO- 
SCLEROSIS is being marketed by 
MEYER AND COMPANY under the 
trade name of “Athemol.” 

The product is now available in tablet 
form. 

Literature and clinical samples are 
available on request. 


MEYER AND 
COMPANY 


Pharmaceutical Manufacturers 
16361 Mack Ave. 
Detroit 24, Michigan 











PR BEGINS IN THE DOCTOR’S OFFICE 


Fifth and final installment of a paper by 
R. Watiace Teep, M.D., Ann Arbor 
Chairman, MSMS Public Relations 


Committee 


And Last, Put the Patient First 


Follow-up is also important in maintain- 
ing good patient relations. A definite date 
to return should be given, and an appoint- 
ment made by the secretary. Some patients 
do not follow this advice, but that should 
not prevent the physician from recognizing 
that most people want the doctor to follow 
the course of their illness. If no follow-up 
is needed, a definite statement to that effect 
should be made. 

It will be noted that one train of thought 
pervades this article: put the patient first. 
The demands of others, fatigue, boredom, o1 
anything else should not be allowed to rele- 
gate him to any other level of importance. 
If for any reason the physician cannot give 
the patient adequate attention, he should 
refer him to another man. 

One frequently hears the complaint that a 
certain doctor’s fees were too high. In check- 
ing some of these, I have found that it was 
actually not the fee that was excessive, but 
that the patient received too little. The his- 
tory was sketchy; the examination was 
skimpy or the doctor told him nothing. Con- 
sequently he felt short-changed although in 
fact the treatment was quite correct. Every- 
one understands money, and it is easier to 
talk about that than about other basic things 
which are more difficult to explain. I am 
sure that if we give our patients what they 
want, most of them will not complain 











COUNCIL FOR HEALTH 
CARE OF THE AGED IS FORMED 


The foundation was laid in April by some of 
the most important organizations in the health 
field to solve the problem of the health care of 
the aged. 

For this purpose the American Dental Associa- 
tion, the American Hospital Association, the 
American Medical Association, and the American 
Nursing Home Association announced the estab- 
lishment of the Joint Council to Improve the 
Health Care of the Aged. 

Objectives of the Council, the formation of 
which has been under consideration for some time 
by the sponsoring groups, were announced as: 

1) to identify and analyze the health needs of the 
aged: (2) to appraise available health resources for 
the aged: and (3) to develop programs to foster the 
best possible health care for the aged regardless of their 


economic status.” 
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natural and aqueous... 


Aquasol A-C-D drops 


superior activity — provides all immediately 
utilizable physiologically active isomers 

of natural vitamin A — together with complete natural 
vitamin D complex, a superior antirachitic. 


superior utilization — more rapid and 
complete absorption assured by providing oily 
vitamins in aqueous solution. 


superior in taste — an exceptionally 
delicious candy-like flavor — free from 
fish taste or odor. 


superior toleration — specially 
processed to remove allergenic 
and non-vitamin factors of fish liver oil. 


superior convenience — mixes readily 
with milk or formulas; may be given with 
foods or directly on tongue. 
aquasol 
Each 0.6 cc. of Aquasol A-C-D Drops provides: 
Vitamin A* (natural)... 5000 U.S.P. Units 
Vitamin D* (natural)... 1000 U.S.P. Units 
Ascorbic Acid (C) 


*oil-soluble vitamins made water-soluble with sorethytan 
esters; protected by U. S. Patent 2,417,299, owned and 
controlled by U. S. Vitamin Corporation 


In bottles of 15 cc. and 30 cc. with dropper. 


Samples on Request. 


u. s. vitamin corporation 


(Arlington-Funk Laboratories, division) 
250 East 43rd Street, New York 17, N. Y. 
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A MIRAC 
IN 
DUR TIME ? 


At the last accounting,! physicians throughout the coun- 
try had administered at least one dose of poliomyelitis 
vaccine to 64 milion Americans—all three doses to an 
estimated 34 million. Undoubtedly, these inoculations 
have played a major part in the dramatic reduction of 
paralytic poliomyelitis in this country. 





Incidence of polio in the United States, 1952-1957 
(data compiled from U.S.P.H.S. reports) 


vaccine is plentiful for the job remaining 


There are still more than 45 million Americans under 
forty who have received no vaccine at all and many 
more who have taken only one or two doses. 





As it was phrased in a public statement by the Depart- 
ment of Health, Education, and Welfare: 
“Tt will be a tragedy if, simply because of public 
apathy, vaccine which might prevent paralysis or even 
death lies on the shelf unused.’’? 


Eli Lilly and Company is prepared to assist you and 
your local medical society to reach those individuals who 
still lack full protection. For information see your Lilly 
representative. 


Sa 1. J. A. M. A., 165:21 (November 23), 1957. 
Y 2. Department of Health, Education, and Welfare: News Release, October 10, 


QUALITY RESEARCH INTEGRITY 1957 
ESeenners j ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U. S. A. 
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Eye Removal and a Modified Gifford 
Evisceration Operation 


ARKED ADVANCES have been made in 

the field of eye removal in the last century. 
Yet opinions still differ as to when to remove an 
eye, how to remove it, and what sort of implant 
to use. As is usual in medicine, these differences 
of opinion indicate that, as yet, no single method 
of removal, nor any one implant is entirely satis- 
factory. 

For most of us, an enucleation or evisceration 
was the first important eye operation. During 
the past three years, several young veterans whose 
painful eyes dated from injury in World Wat 
II and Korea, have presented themselves. Be- 
cause of their long life expectancy, considerable 
thought has been given as to how to obtain as 
good a cosmetic result as possible. 

Let us then briefly examine the development of 
our present methods. The first formally described 
procedure was extirpation, or abcission, intro- 
duced by Bartisch in the sixteenth century. His 
operation consisted of needling threads through 
the eye for traction and then passing a sharp- 
edged spoon or knife behind the eye and thus 
grossly severing all of its attachments. This was 
so brutal that it was usually reserved for fungating 
cancerous eyes. For eyes that were simply very 
painful, an incision and drainage was probably 
done. 


From the Department of Ophthalmology, University 
of Michigan Medical School and the Ann Arbor Vet- 
erans Administration Hospital. 

Read at the Annual Ophthalmology Conference of 
the Horace H. Rackam School of Graduate Studies, 
Ann Arbor, April 22, 1957. 


June, 1958 


By John W. Smillie, M.D. 
Ann Arbor, Michigan 


Simple enucleation was introduced indepen- 
dently in 1841 by Farrall and Bonnet. As might 
be expected, it was made possible by the discovery 
of the anatomical detail of Tenon’s capsule a few 
years prior. General anesthesia was introduced 
about this time, however, and so there was a lag 
of fifteen years before simple enucleation displaced 
the barbaric procedure of extirpation. 

Simple evisceration was introduced thirty-one 
years later by Noyes in 1872. In 1884, A. Graeffe 
urged simple evisceration in panophthalmitis be- 
cause of the danger of meningitis. He had the 
cases, or should I say, autopsies, to illustrate his 
point, too, and we today here at Michigan con- 
tinue to follow his principle. 

In 1885, the Englishman P. H. Mules intro- 
duced evisceration with the placing of “artificial 
vitreous” into the scleral cavity. He removed 
the cornea, and a hollow glass ball implant was 
his “artificial vitreous.” Likewise, two years later 
Frost and Lang independently proved that a glass 
sphere could be buried in Tenon’s capsule after 
enucleation. A. E. Sherman calls this immediate 
replacement of lost orbital tissue the greatest single 
contribution to the prevention of socket retraction 
following removal of the eye. 

In 1900, H. Gifford of Omaha first introduced 
an evisceration that utilized cornea as well as 
sclera. He simply made a vertical incision through 
the center of the cornea and continued it above 
and below 2 mm. into sclera. In three of his four- 
teen cases he successfully buried implants. 

Fox, in 1902, introduced the hollow gold ball 
implant which is still in use today. Fox is also 
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credited with introducing the conformer to the 
postoperative management of eye removal. Ver- 
hoeff, about the time of World War I. demon- 
strated and urged the complete closure of Tenon’s 
capsule as an absolute necessity in preventing 
extrusions. In 1930, O’Connor first advocated the 
overlapping of the outer fibrous coat of the eye 
in closing an evisceration. He also preserved 
cornea, and his incision was a cruciate one cen- 
tered in the cornea. After removing the contents 
of the eye, he inserted an implant and closed by 
overlapping the four sectors and suturing them 
together with interrupted mattress sutures. 

The Frenchman, Roulard, about 1916 suggest- 
ed an evisceration with preservation intact of the 
whole cornea by making a scleral incision. It 
was, however, left to Dr. Frank Burch of Minne- 
sota in 1940 to demonstrate and popularize a 
similar evisceration operation that today bears his 
name. His incision was made just anterior to 
the superior rectus muscle, parallel to the limbus, 
and extended two-fifths of the way around the 
globe. After removing the contents of the eye 
and wiping off corneal endothelium, he inserted a 
gold ball, usually an 18 mm. one. He closed with 
five or six 4-0 white silk, edge-to-edge mattress 
sutures. This operation, according to Wiener, 
Scheie, and other authorities gives the best cos- 
metic results in eye removal to date. Occasion- 
ally in the Burch evisceration, however, the cornea 
will slough out at the limbus where the outer 
fibrous coat of the eye is so very thin. W. L. 
Hughes reported an example of this in 1948, and 
Col. King told me in Washington, D. C., last 
month that he had seen the same thing happen 
in Korea. 

Plastic material for implantation, such as lucite, 
methyl methacralate, and polyethylene have be- 
come popular since Berens introduced lucite in 
1940. Vitallium and tantalum have also become 
popular for implantation since World War If, 
and the hollow glass ball has been largely given 
up. 

In 1945, Ruedemann introduced the revolu- 
tionary concept of a semiburied artificial eye in 
enucleation. He desired and obtained excellent 


conjugate movement of the prosthetic with the 


normal eye. This began the era of exposed im- 


plants, Cutler introducing the first integrated im- 
plant in 1947. The early results were most en- 
couraging, but about 1951 it was becoming gen- 


erally recognized that too much chronic infection 
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resulted from the non-closed body cavity and that 
the late extrusion rate was to be better than 30 
per cent. Progress, however, is never made with- 
out the judicious application of new ideas 

The term “buried motility implants” is used to 
describe those implants with odd shapes and sizes 
which have as their principle, transmission of mo- 
tion to the prosthetic without direct attachment 
Cutler’s basket implant of 1946 was the first ef- 
fective one of this type. There are many, many 
others today—the Allen implant and the Trout- 
man magnetic implant being among the better 
known examples. 

Most will agree that we should use a buried 
implant whenever possible. However. when eve 
tumors have entered the orbital tissue or if 
panophthalmitis is present, an implant is contra- 
indicated. But should one use a sphere implant 
or a motility implant? 

At a symposium on orbital implants after enu- 
cleation at the annual meeting of the American 
Academy of Ophthalmology and Otolaryngology 
in 1951, Troutman reported on the end _ results 
of implant surgery. The 1,509 cases analyzed 
were obtained from a questionnaire sent to all 
members of the Academy. Extrusion rates were 
28 per cent for exposed implants, 10 per cent for 
magnetic implants, 9 per cent for motility im- 
plants and only 4 per cent for simple sphere im- 
plants. As to absence of unusual discharge, there 
was none in only 32 per cent of the semiburied 
exposed) implants, none in 47 per cent of the 


magnetic implants and none in 53 per cent of 
the motility implants. In sharp contrast, 79 pe 
cent of the simple sphere implants had no unusu- 
al discharge. Granulation tissue occurred in about 
8 per cent of the exposed and magnetic implants, 
in 4 per cent of the motility implants, but was 
present in only 1 per cent of the simple sphere 
implants. 

Why do the simple sphere implants have the 
lowest rate of extrusions and other compilations? 
Some think that it is due to the fact that the pros- 
thesis rubs unevenly on the irregular surface of 
the motility implant stump and thus more easily 
erodes through. Also, I seriously suspect that the 
motility implants, particularly of the tunnel type, 
cause a greater disurbance in the normal anatomy 
of the orbit during their insertion, especially of 
Tenon’s capsule. Remember, in nature the extra- 
ocular muscles pierce Tenon’s capsule just before 


they attach to the sclera. Dr. Fralick uses a simple 
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sphere implant of lucite or vitallium. In dissecting 
Tenon’s capsule from the sclera he severs the 
muscle so carefully that it remains in place right 
there where it pierces the capsule He doesn’t 
tag each rectus muscle. He closes Tenon’s capsule 
with a 4-0 catgut purse string suture, and often 


makes no particular effort to approximate oppos- 


ing rectus tendons. I usually approximate opposing 


rectus muscles and like a few interrupted catgut 
mattress sutures in addition to the purse string in 
closing Tenon’s capsule, but this does leave more 
suture material to be resorbed. Opinions differ 
in our own department as to what type of buried 
implant to use. Dr. Falls is currently using the 
Allen implant and Dr. Henderson uses a_poly- 
ethylene sphere entirely covered with tantalum 
mesh. These last may be obtained in sizes 10 
to 18 mm. from the Fritz Jardon Laboratories in 
Detroit I prefer a Doherty vitallium sphere or 
Berens lucite sphere, and these simple spheres 
are also used by our resident staff. 

We all agree that a blind, painful eye should 
be removed. When else to remove an eye will 
continue, naturally, to remain a function of the 
physician’s own indivdual judgment. The two 
teaching institutions with which I have been as- 
sociated the last seven years, have trended more 
and more toward trying to save a badly injured 
eye wherever there exists the slightest hope of 
salvaging any vision. It is generally recognized 
that too many eyes were being removed after 
injury thirty years ago, chiefly because of an 
overweening fear of sympathetic ophthalmia. Eye 
instruments and suture materials have steadily 
improved and today we have the antibiotics and 
chemotherapeutics, as well as the steroids, to aid 
us. It is surprising how often one gets light and 
motion or finger-counting vision in a_ patient, 
the saving of whose vision was thought to be 
a heroic but lost cause 

During the two-week “safe” period after a per- 
forating injury of the globe, I still like to give a 
course of intravenous typhoid therapy. This not 
only helps the immediate traumatic iridocyclitis, 
but also is believed to decrease the likelihood of 
sympathetic ophthalmia, and its severity should it 
appear. To help prevent infection I give achro- 
mycin or chloromycetin systematically and per- 
haps gantrasin also. 

If the injured eye must be removed, considera- 
tion should be given to evisceration with implant 


as the method of choice unless the eye has been 
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too badly damaged. A majority of authorities be- 
lieve that evisceration with implant gives the best 
cosmetic results, followed in order by enucleation 
with implant, simple visceration, and simple enu- 


cleation last. In evisceration all six muscles re- 


Superior Rectus 
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18.0 mm 
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Evisceration incision (Smillie 








main physiologically attached and the posterior 
orbit is not entered. Local anaesthesia is usually 
satisfactory. 

Mr. Frederick A. Waara is in charge of our 
University Hospital Lens Dispensary and does 
the contact lens and prosthetic work of the Ann 
Arbor Veterans Administration Hospital. One 
day in 1954, he mentioned that the eyes he really 
enjoyed making prosthetics for (because they had 
the best results) were the potoperative eviscera- 
tions with implants; the larger the implant the 
better. Beginning in April of 1955, we began 
doing eviscerations by making a vertical incision 
in cornea and extending it into sclera above and 
below (Fig. 1 

Cornea was wiped free of epithelium and en- 
dothelium with 1/2000 bichloride of mercury solu- 
tion or 70 per cent ethyl alcohol, or both. After 
carefully removing all the contents of the eye, 
including every bit of choroid, an 18 mm. vital- 
lium ball was easily inserted. The incision was 
overlapped and closed with two parallel vertical 
rows of catgut mattress sutures. Four interrupted 
+-0 chromic catgut mattress sutures were used 
for the inside row as illustrated in Figure 1. The 
parallel outside row of 5-0 mild chromic inter- 
rupted catgut mattress sutures are not illustrated. 


They were placed only after the four inside su- 
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tures had been pulled up all at one time and 
tied. By pulling them all up together, we could 
ascertain that our closure was not too taut over 
the implant. The conjunctiva was closed last 
with a continuous 6-0 mild chromic catgut suture 
horizontally. 

Some ophthalmologists reserve eviscerations for 
panophthalmitis, only. But generally in an enu- 
cleation one can get in safely only an 18 mm. im- 
plant. We feel strongly that you should never 
try to put in a sphere larger than 20 mm. after 
an enucleation and Dr. J. S. Guyton preferred 
a 14 or 16 mm. implant. 

We lose from 7.25 to 8 cc. of orbital tissue in 
doing an enucleation. An 18 mm. ball replaces 
2.3 cc. of this and the prosthesis takes up 2 to 3 
cc., or about five-sevenths to five-eights of the 
orbital tissue removed is replaced. An enuclea- 
tion with a 16 mm. sphere implant has about one- 
half of the orbital tissue replaced, and a 14 mm. 
ball implant allows only three-eights of the re- 
moved tissue to be replaced. An 18 mm. sphere 
implant in an evisceration allows just the right 
amount of space for the prosthesis. If you re- 
move cornea, however, you can’t bury anything 
larger than a 16 mm. ball and often only a 14 
mm. one. Remember, you can’t close these open- 
ings under tension. In two of our eleven cases, 
we inserted 20 mm. vitallium spheres and over- 
lapped the closure as outlined above. The stumps 
had remarkably good motion, but not enough 
room remained for an entirely natural looking 
prosthesis. To have the cornea, iris and anterior 
chamber appear normal, the prosthesis must be 
about 4 mm. thick at the center. 

The complications following enucleation are 
only too familiar to us. The retracted socket and 
the sulcus of the upper lid are most deform- 
ing. Migration of the implant can occur, ex- 
trusions are more frequent, and loss of the lower 
fornix is only too common. The stump motion 
is poorer than after evisceration, and there is 
more discharge behind the prosthesis. And, as 
already mentioned, one simply cannot replace all 
the orbital tissue removed, as one can with an 
evisceration with implant. 

The complication of evisceration that scores so 
heavily against it is its immediate postoperative 
reaction. Lang cited this as his chief reason for 
introducing enucleation with implant. Pfluger, 
speaking of the Mules operation at the Thirteenth 
International Medical Congress at Paris in 1900, 
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stated that the “reaction postoperatoire encore 
plus forte.” In my experience this is true in 
practically all cases of evisceration with implant 
The swelling begins about the second postopera- 
tive day, and chemotic conjunctiva begins to pro- 
trude through the palpebral fissure on the third 
or fourth day, The chemosis gets considerably 
worse before it begins to get better about the 
tenth day, but all of our cases cleared without 
event with no other treatment than warm moist 
compresses and protection with eye pads covered 
with petrolatum. 

The patient is usually fairly comfortable, but 
the appearance of the chemosis is hard on the 
surgeon until he’s done a_ few. Especially is 
this true when it’s his first important case, as 
it often is. The post-operative reaction of evis- 
ceration with implant is about the same in my 
experience whether cornea is retained or removed. 
I sincerely feel that the better cosmetic re- 
sults of evisceration with implant make it the 
operation of choice when possible to do it 

Most of the eleven patients on whom we have 
used this modified Gifford method were injury 
cases. One was for absolute glaucoma and anothet 
for severe diabetic retinopathy. Undoubtedly 
there is a very slight chance of sympathetic oph- 
thalmia developing after evisceration, although 
some authors (notably Elschnig) have tried to 
deny this. We may be able to treat sympathetic 
ophthalmia more effectively since the advent of 
the steroids. If intraocular tumor is present, the 
eye should be enucleated. Scheie has pointed out 
that when an evisceration is elected and suspi- 
cious tissue encountered, it may be sent for frozen 
section. This happened to me one day, and I enu- 
cleated the eye when the frozen section indicated 
malignancy. ‘The permanent sections, however, 
showed no malignancy. 

We have performed eleven eviscerations with 
implant by the modified Gifford method de- 
scribed above. All but one incision was a verti- 
cal one, though it may be made in any meridian. 

The cases have been followed from four months 
to two years, for an average follow-up of eleven 
months. The one important complication was in a 
case where the patient had a cataract extraction 
attempted by “Dr. Elsewhere.” This had resulted 
in a posteriorly dislocated lens, extensive epithelial 
downgrowth, and a hard, painful eye. Five weeks 
after our surgery, a tiny speck of vitallium was 
seen in the center of the incision. Three weeks 
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later we took out the 18 mm. vitallium ball, re- 
moved the epithelialized lining of the sclera, 
trimmed the edges of our incision, and buried a 
12 mm. vitallium ball. The latter has remained 
in place nineteen months now, and a good cos- 
metic result obtained 

Right then I was ready to forget the whol 
approach, However, Dr. F. B. Fralick kindly con- 
tinued to encourage me, and further consented to 
having clinic eviscerations at the University Hos- 
pital done by the same method. The series is not 
a large one, nor the follow-up long Nonetheless. 
the procedure is but a composite of the established 
and recognized work of Gifford, O’Connor, and 


Burch 


overlapped closure of the straight-edged incision 


The one thing that may be new is_ the 


A minor complication has been the retraction of 
closed conjunctiva from over cornea in a few 
cases, but the overlapped incision has healed wel 
notwithstanding 


These eviscerations with an 18 mm. implant 


to date have not had the ugly folds in the up 


pel 
I 


lids, nor has there been any soc ket retraction 
The stumps all move nearly as well as the eye did 
before surgery. The prosthesis, however, is lim- 
ited to 20-50 per cent of normal range. Particu- 


larly is this true of lateral gaze. But remember 


Dr. Smillie showed a fourteen-minute colored movie 
of the modified Gifford evisceration with implant and 
presented four patients who had had one eye removed 
by this method 


85 per cent of our eye motions are within 15 
degrees of the primary position of gaze anyway 
Enopthalmos has not appeared and the palpebral 
fissures match those of the normal eye well. In 
addition to being able to re place more ol the re- 
moved orbital tissue, I feel that the overlapped 
closure is more likely to heal firmly than is the 
edge-to-edge closure of the Mules and the Burch 


eviscerations 


Summary 


The development of our modern methods 


of eve removal has been selectively reviewed. 
2. Indications for eye removal and _ selection 
of method of removal have been briefly discussed. 
3. Certain techniques of enucleation and evis- 
ceration have been emphasized, and a modified 


Gifford evisceration with implant presented 
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NEW REPORT 


A new report titled “Medical Care for the Indigent 
in 1957” has been prepared by the Committee on In- 
digent Care of the AMA’s Council on Medical Service 
This report deals with some of the specific problems 
that states have encountered under current laws. Two 
previous reports in the series have dealt with the de- 
velopment of Public Assistance medical care and _ the 
changes made by 1956 and 1957 amendments to the 
program. 

Effective July 1, 1957, new federal matching funds 
were authorized to reimburse the states for part of the 
cost of providing medical services to recipients of old 
age, blind, and permanent and total disability assistance, 
and of aid to dependent children. However, these ad- 
ditional funds could be applied only to payments made 
directly to the providers of medical services—physicians, 
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ON INDIGENT CARE 


hospitals, pharmacists, et cetera States applying for 
these funds could receive federal aid, outside the limits 
set by this new formula, only for payments made directly 


to assistance recipients, 


In a number of states which had already provided 
comprehensive medical care for Public Assistance re- 
cipients, this new formula required considerable reorgan- 
ization of the programs if maximum federal aid was 
to be achieved. The Committee’s new report examines 
in detail the problems raised for these states and the 
federal policies affecting methods of paying for medical 


services 


The first two reports now are available in reprint form, 
and the new report will be available shortly from the 
Council on Medical Service. 








Acute Otitis Media in Children 


+ iapne MANAGEMENT of otitis media is a 

modern therapeutic triumph. Otitis media 
responds to antibiotics so frequently that there is 
a tendency to minimize its sericusness. Although 
not as frequent as formerly, complications of acute 
middle ar infections still occur. Moreover, there 
is an alarming incidence of hearing impairment in 
schoo] children. It is generally agreed by otologists 
that most of these complications are attributable 
to the improper treatment of children with otitis 
media. 

An understanding of the principles of acute sup- 
purative otitis media is basic to its treatment. It is 
the intention of this paper to review some of thes 
principles and to stress the importance of myring 


otomy in the treatment. 


Symptoms 


Che predominant symptoms of acute otitis media 
are otalgia and fever. There is usually an asso 
ciated upper respiratory tract infection. In_ in- 
fants, there are frequently gastrointestinal disturb- 
ances and irritability. Crying may be aggravated 
by nursing since the sucking changes the pressur 
within the middle ear 

Unfortunately, in an occasional patient th 
symptoms of otitis media are not always so ¢ harae . 
teristic The system symptoms nay be so severe 


that tl 


1@ examiner does not suspect Otitis media 
There may be convulsions, vomiting, diarrhea, o1 
acute respiratory distress. To illustrate, in 1956 
Hara’ reported sixteen deaths in children under 
the age of two years from otogenic intracranial 
complications. In each instance, the symptoms 
were so severe that otitis media was not suspected 
or it was diagnosed too late for effective the rapy 
On the othe: hand, patie: ts are frequently seen 
with definite physical findings of otitis media but 
with minimal symptoms. Many have been treated 
with antibiotics for several weeks, vet their symp 
toms of anorexia, malaise, and lassitude persist 
Otologic «xamination may show a bulging, thick. 


greyish tympani membrane. Following myrine- 
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otomy and aspiration of the exudate, immediat 
improvement occurs Because of the varying 
symptoms of otitis media, the drumheads of every 


patient should be examined 


Etiology 


With rare exception, otitis media IS CauUst d by 
bacterial contamination through the Eustachian 
tube. One factor which makes otitis media more 
prevalent in children is that the Eustachian tube 
is wider, shorter, and straighter than it is in the 
adult Horeover, the masses of adenoid tissue 
which lie in close approximation to the tubal 
orifices are frequently infected. When an infe¢ 
tion in the upper respiratory passages occur, bac 
terial contamination of the middle ear results duc 
either to an ascending infection through the tube 
or the tubal lymphatics 

Occasionally, a suppurative otitis media is pre 
ceded by a serous otitis media. Adenoid hyper 
trophy or edema secondary to nasopharyngitis 
causes tubal obstruction. Because of improper 
ventilation, the air in the middle ear is absorbed 
creating a negative pressure. Because of the partial 
vacuum developed, the drumhead retracts. [1 the 
negative pressure persists, a serous transudate 
from the middle ear mucosa will form in the mid 
dle ear Acute serous otitis media then deve lops 
If bacterial contamination through the tube or 
tubal lymphatics) of this culture medium occurs 
the serous process is converted to a suppurative 
one 

The infecting organism varies with the age of 
the patient. Nielsen* cultured the exudate from 
811 acutely infected middle ears. A table from his 


report is reproduced here 


1 yr 1-4 yrs over 5 yr 
171 cases $35 case 205 cases 
Beta hemolytic 
treptococe 6% 25% 16% 
Pneumococci 5S% 13% 17% 
iH nfluenzae 19% 22% 1% 
Other or Sterile 16% 10% 6% 


He emphasizes that nose and throat cultures are 
of little benefit in determining the bacterial etiology 


of otitis media. Lahikainent made 734 similar 
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cultures from all age groups and reported the 
causative organisms to be 39 per cent pneumo- 
cocci, 28 per cent streptococci, and 15 per cent 
Hemophilus influenzae, respectively. Eighteen per 
cent of the cultures were sterile 

It is important to note the high incidence of 
pneumococci in patients of all ag groups and of 
H. influenzae in the very young patients. Unless 
blood or chocolate agar media are inoculated. H 
influenzae is rarely isolated 

The high incidence of pneumococcal infections 
is especially significant. This organism charac- 
terisucally produces great destruction of the mid- 
dle ear mucosa and ossicles with little change in 
the drumhead. Most of the intracranial complica- 
tions of otitis media are caused by the pneumo- 
coccus 

It is also interesting to note the high incidence 
of sterile cultures. Prolonged antibiotic treatment 
often results in a sterilization of this exudate. It 
is readily apparent that persistence of this sterile 
exudate must interfere with normal ossicular mo- 
tion and thereby impede hearing. 

The staphylococci, proteus, pseudomonas, and 
monilia organisms are usually contaminants or 


sec ondary inv aders 


The Pathology 

In otitis media there is first congestion and in- 
creased vascularization of the drumhead. As the 
middle ear begins to fill with the products of in- 
fection the drum begins to bulge. Normal land- 
marks are obscured. Unless the exudate drains 
through the Eustachian tube, spontaneous perfora- 
tion of the tympanic membrane may occur or a 
myringotomy may have to be done. 

Among the products of infection, fibrin and 
fibroblasts are included. If the exudate persists, 
fibroblastic activity may produce adhesions in the 
middle ear. A conduction type deafness results 


from this adhesive process. 


Diagnosis 


The diagnosis of otitis media can be made only 
by careful examination of the ear. Inspection of 
the tympanic membrane is frequently difficult, 
especially in an infant. Before adequate inspection 
is possible, the external canal must be cleaned. 
The external canal and drum are then carefully 


studied. 


It is worthwhile to emphasize the anatomical 
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differences between the ear of the infant and the 
older child or adult. First, the osseous portion of 
the external canal is not yet present in the infant 
Manipulation of the auricle in the infant with 
acute otitis media transmits a painful impulse to 
the drumhead. The sharp cry so produced usually 
indicates an otitis media. In the older child or 
adult however, pain produced by movement ol the 
auricle is diagnostic of external otitis. Second, 
the infantile drumhead is relatively thicker and so 
pathologic changes make thei appearances more 
slowly This, alone with the fact that pneumo- 
coccus is frequently the etiologic agent, explains 
why an infant can be so ill with only minimal ear 
findings. Third, the tympanic membrane in the 
infant is more obliquely placed in relation to the 
floor of the external canal. This brings the su- 
perio quadrants closer to the observe Conse- 
quently, there Is sometimes an illusion ot a bulg- 
ine drumhead even in a normal ear 

There are two simple, but often neglected, diag- 
nostic aids. First, is the pneumatic otoscope 
Most diagnostic otoscopes have a stem on the head 
to which an aspirating bulb can be attached. With 
a tight fitting speculum, the tympanic membrane 
will normally move when the bulb is compressed 
and released. In a suppurative otitis media, the 
mobility of the tympanic membrane is sluggish or 
absent. Pus cannot be visualized with the pneu- 


matic OLOSCOPK because the drumhead becomes 


opaque in the presence of a suppurative process. 


However, using this technique in a serous otitis 
media, the fluid will be visibly dispersed 

Second, is the testing of hearing. Since otitis 
media is an infection of the hearing apparatus, 
the extent of the hearing impairment should be 
known. Whispering into one ear while occluding 
the other gives a quick and grossly reliable check 
even in young children. One should learn to 
calibrate his own whisper for intensity. Tuning 
forks, using the Weber and Rinne tests, may be 
used for confirmation. 

Mastoiditis is present in virtually every patient 
with suppurative otitis media. The mastoid air 
cells, antrum, and.middle ear are in direct con- 
tinuity with an uninterrupted mucosal I[:ning. 
Therefore, the mucosa of the mastoid air cells is 
always involved to a certain extent. This mas- 
toiditis is usually not detectable on a clinical basis. 
When the course of otitis media is protracted, or 
when postauricular swelling or tenderness develops, 


roentgenograms of the mastoid should be obtained. 
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Treatment 
The treatment of acute suppurative otitis media 
may be either surgical or medical. Most patients 
with otitis media do not need surgical treatment. 
Yet, as Goodale’ has emphasized, each case should 


be considered as a potential surgical problem. 


Use of Antibiotics 

The antibiotics have been a great contribution 
to the treatment of otitis media. Therapeutic 
doses usually relieve the pain and fever in twenty- 
four to seventy-two hours. However, this is not 
always the case. Even when such a favorable re- 
sponse does occur, it should not be mistaken for 
a cure. Examination may still reveal inflammation, 
fluid, and a conductive hearing loss. Therefore. 
it is important to examine the ears periodically 
until the ear returns to normal. 

Antibiotics also mask symptoms. There may be 
an active mastoiditis or even intracranial com- 
plication without pain, fever, leukocytosis, or local- 
izing signs. Constant awareness and scrutiny are 
necessary if such complications are to be diag- 
nosed early. 

While some otologists*:® are opposed to the rou- 
tine use of antibiotics, the consensus favors use of 
these drugs in every acute suppurative middle ear 
infection. The choice of the particular antibiotic 
is usually one of individual preference. It is not 
the intent of this paper to delve into the details of 
antibiotic therapy. Suffice it to say that thera- 
peutic doses of the particular drug should be used 
for a minimum of five days. However, the high 
incidence of H. influenzae infections in infants is 
of therapeutic significance. This organism is sen- 
sitive to the sulfonamide drugs and is usually re- 
sistant to penicillin. Therefore, in infants, either 
a broad spectrum antibiotic or a combination of 
penicillin and a sulfonamide is preferable to peni- 
cillin alone. 

Frequently, a serous transudate remains in the 
middle ear following antibiotic treatment of a 
suppurative process. These cases of postinfectious 
serous Otitis media are usually overlooked unless 
the patient complains of the hearing loss or 
peculiar cracking noises. In children, persistence 
of serous otitis media is a definite indication for 
adenoidectomy. 

In addition to antibiotics, the use of a nasal 
vasoconstrictor is still valid. The drops must reach 
the nasopharynx and Eustachian tube area to be 
effective. Shrinking the mucosa around the tubal 
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orifice promotes proper drainage and ventilation 


of the middle ear. 


Myringotomy 

Myringotomy is performed infrequently today. 
There is a difference of opinion regarding myring- 
otomy among otologists and other doctors who 
treat otitis media. Otologists make a strong case 
for myringotomy. Harrison,’ a pediatrician, de- 
scribes his experiences with and without myring- 
otomy. He is of the opinion that an acute bulging 
drum is a surgical emergency. Lahikainen* treated 
acute suppurative otitis media in 453 patients. All 
age groups were represented in this study. Using 
only myringotomy, 98 per cent of these patients 
made an uneventful recovery. In this study there 
were nine complications including one death. 
Rutherford’ recently treated 150 patients with 
bulging drums by myringotomy and used anti- 
biotics in 28 per cent. There were no complica- 
tions reported. 

Myringotomy may be done justifiably when- 
ever a patient has a bulging drumhead. How- 
ever, antibiotics have altered this somewhat. When 
there is only slight bulging or fullness of the tym- 
panic membrane with minimal pain and fever, a 
twenty-four to forty-eight-hour trial of antibiotics 
is permissible, providing the ear is inspected daily. 
If the bulging persists, immediate myringotomy is 
done. Culture and sensitivity studies of the exudate 
are taken at the time of myringotomy. 

Myringotomy is urgently indicated when there 
is marked bulging of the tympanic membrane. 
Otologists recommend myringotomy whenever 
there is marked otalgia, sepsis, mastoid tenderness, 
nuchal rigidity, and other signs of intracranial ir- 
ritation. The surgical axiom requiring incision 
and drainage of an abscess is still valid even in 
the antibiotic era. 

There are no contraindications for myringotomy. 
The wound heals by primary intention in a few 
days. There is no impairment of hearing due to a 
properly performed myringotomy. On the con- 
trary, myringotomy is an important procedure in 
the preservation of hearing. When deafness does 
occur in a patient who has had a myringotomy, 
the deafness is invariably due to middle ear 
changes caused by the disease process. In the 
pre-antibiotic era, Maxwell and Brownell’ demon- 
strated that early myringotomy was far superior to 
either late myringotomy or spontaneous perfora- 
tion. The recovery rate was slower and the in- 
cidence of surgical complication was higher when 
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myringotomy was delayed. When spontaneous 
perforation occurred, there was inadequate drain- 
age and the tympanic membrane was slow to heal 


These same conclusions appear to be true today 


Myringotomy is performed in the area of great- 
est bulging. This is usually in the posterior quad- 
rants. A sharp knife and brilliant illumination are 
essential. General anesthesia may or may not be 
required depending on the patient’s age and gen- 
eral condition. While not essential to the proce- 
dure, aspiration often produces an unbelievable 
quantity of purulent exudate. A short section of 
a small gauge, soft rubber catheter attached to an 
eyedropper makes an excellent aspirator. It is 
readily available and atraumatic. It gives the 
operator satisfaction to visualize the aspirated 
material. 

The results of myringotomy are most gratifying. 
Dr. A. C. Furstenberg, my former professor, has 
said that myringotomy is the most charitable thing 
to do. There is usually dramatic relief of symp- 
toms. The disturbing otalgia disappears im- 
mediately. The temperature usually returns to 
normal within twenty-four hours. The tympanic 
membrane returns to normal in a few days. The 
antibiotics become more effective after myring- 
otomy has drained the purulent exudate from the 


middle ear. 
Summary 
This paper was written primarily for the pedia- 


trician and generalist since the majority of acute 


middle ear infections are treated by these special- 
ists. It is the author’s desire that this review of the 
salient features of acute suppurative otitis media 
will result in more effective therapy and a further 
reduction in complications. The key to success 
lies in candid otologic examination and the proper 
use of the antimicrobial drugs and myringotomy. 
Invariably, prompt recovery and restoration of 
normal hearing will be secured. 
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APT HISTORIC NOTE 


Present-day concern about nuclear radiation and 
atomic energy has a spectacular parallel in an event 
almost seventy years ago at The University of Michigan 
In the late 1880's, the public was generally alarmed by 
the then newly-discovered world of microbes. Each rev- 
elation of the deadly potential of the invisible organisms 
increased the apprehension of the general public. 

According to Henry P. Vaughan, M.D., president of 
the University of Michigan School of Public Health, 
the “emergency” started when the University’s Depart- 
ment of Hygiene undertook to collect and examine wa- 
ter samples from Michigan villages and cities for the 
presence of typhoid germs. ; 

In 1889, a wagon-driver, delivering a shipment of these 
water jugs stumbled in the lobby of the laboratory build- 
ing (now the West Physics building) on the Univer- 
sity campus. The jugs shattered. Water drenched the 
entrance way, and the public envisioned the release of 
billions of death-dealing microbes. 

There was a general campus hysteria. Students and 
professors took to entering and leaving the building 
through windows, and avoided the lobby like the plague 
they suspected it contained. Letters of indignation be- 
gan to arrive from alarmed citizens. The University 
Regents demanded the Department of Hygiene “show 
cause” why it should not be disbanded as a threat to 
the health and welfare of the community and the state 
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During the ensuing days, tempers flared and life for 
the hygienists grew hectic. But—a fact virtually over- 
looked in the wave of pessimism—no one took sick 
Gradually, people discovered that the city and university. 
were not doomed, and the emergency trickled away. 

Research and teaching continued. Some seventeen 
years ago, the Department of Hygiene grew into the 
modern School of Public Health and has made notable 
achievements in protecting mankind from disease. Dur- 
ing and following World War II, the School made dra- 
matic contributions in the fight against influenza, polio,. 
malaria, and a number of exotic tropical diseases. 

The public has learned to trust public health scien- 
tists,’ Dean Vaughan points out. They have learned we 
can study and fight the most deadly disease germs: 
within the laboratory without letting them get out of 
control to threaten the community.” 

Back in 1889, the Hygiene Department shared the 
laboratory building with the Department of Physics. 
The story is that the physicists were the most devoted‘ 
windowclimbers long after the water dried out in the 
main lobby. 

“Now the shoe’s on the other foot,” Dean Vaughan 
concludes. “The physicists’ atomic power has all of 
us thinking about deeper cellars. In time, we'll learn 
that his power, too, can be used safely in laboratories 
for the benefit—instead of the destruction—of mankind.” 
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The Laboratory Examination of Staphylococci 


HE LABORATORY examination of staphy- 

lococci is essential in any program designed 
to gain knowledge about or to control staphylococ 
cal disease. To be meaningful to the physician 
the results of this examination must: 1) be ac- 
curate, (2) be available within a reasonably short 
period of time, (3) include information which 
characterizes the pathogenic forms of this or- 
ganism and (4) include information concerning 
antibiotic resistance and susceptibility. 

The characteristics most commonly sought for 
in the laboratory while attempting to identify o1 
characterize staphylococci are: 

1. The microscopic appearance as determined by the 
Gram stain 

?, Pigment production which is used for differentia 
tion of species according to the classical definition of 
staphylococci 

3. Hemolysis of red blood cells 

+. Fermentation of selected carbohydrate solutions 

5. Enterotoxin production in the case of suspected 
food poisoning 

6. Coagulase production 

Antibiotic sensitivity 

8. Bacteriophage type 


Bacteriology‘ 


By definition, staphylococcus is a Gram-positive 
coccus occurring singly or in groups of grapelike 
clusters. Pigment production is used to differen- 
tiate three different species of the genus Staphy- 
lococcus. Those organisms producing a golden 
pigment on primary isolation are designated as 
Staphylococcus aureus. Cultures producing a yel 
low pigment on primary isolation are designated 
as Staphylococcus citreus while Staphylococcus 
albus produces a porcelain white pigment. The 
development of pigment is dependent upon the 
media used, duration and temperature of incuba- 
tion, available oxygen supply, and should always 
be noted as soon as possible after primary isolation. 

Hemolysis of red blood cells is used to test the 
ability of a culture to elaborate the toxin, hemoly- 
sin. It is known that several hemolysins are pro- 
duced by staphylococcus,’ production being de 


pendent upon the temperature of inéubation, thi 
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duration of incubation and the media used. The 
detection of the type of hemolysin produced 1s 
determined by the type of blood (rabbit, sheep 
or human and the conditions ot incubation used 
The hemolysin most commonly tested for is the 
alpha hemolysin which is defined as being active 
against rabbit, but not against human, red cor- 
puscles and causing lysis rapidly at 37°C. Alpha 
hemolysin has some action against sheep red 
blood. This definition is significant because many 
hospital laboratories use outdated human _ blood 
from their blood bank in the production of blood 
agar plates. 

The organisms of the genus Staphylococcus 
have the ability to ferment a wide variety of car- 
bohydrates. The single sugar, mannitol, has been 
selected for the testing of pathogenic strains be- 
cause the fermentation of this substance correlates 
well with hemolysin and coagulase production 

The ability of staphylococci to produce the en- 
zyme coagulase has been selected as the criterion 
which correlates best with pathogenicity. 

Antibiotic sensitivity testing is usually done by 
the plate-disk method using disks bearing stand- 
ardized concentrations of various antibiotics 
Bacteriophage typing is performed on pure strains 
of staphylococcus which demonstrate one or more 
of the characteristics of pathogenicity referred to 
above 

S. albus is generally considered to be of a low 
order of pathogenicity, being isolated frequently 
from acne pustules, stitch abscesses and other 
minor suppurative conditions of the skin. How- 
ever, because it is one of the organisms most com- 
monly isolated from specimens of clinical origin, 
the bacteriologist must be able to differentiate S 
albus from the more pathogenic S. aureus. S 
citreus is considered to have little, if any, patho- 
genic status. 

Staphylococcus aureus has a high order of 
pathogenicity for man and lower animals. Strains 
of this organism frequently demonstrate any or all 
of the eight characteristics described above. In 
most laboratories, pathogenicity is not tested for 


per se but is assumed, based upon. the combina- 
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tion of results ot several laboratory tests. The 
criteria of pathogenicity most commonly required 
are: (1) production of alpha hemolysin, (2) pro- 


> 


duction of coagulase, (3) fermentation of man 
nitol. 

If the cultures under study are from a known 
clinical situation, the examination is completed by 
testing for antibiotic sensitivity and submittin: 


the culture for bacteriophage typing 


Methods 

Upon receipt in oun laboratory, the specime 
are streaked out on infusion sheep blood agai 
plates. If there is delay of twenty-four hours o 
more in delivering the specimens to the labora 
tory, it is helpful to soak the swab in nutrient 
broth for one to three hours in orde1 obtain 
sufficient growth. Fresh swabs taken from lesions 
will frequently produce luxuriant growth requit 
ing serial streaking with a wire to obtain isolated 
colonies. Overnight incubation of the plate is car 
ried out at 37°C. Typical colonies of staphylococ« 
which produce a golden pigment and also hemolyz 
the sheep blood are plc ked for further study 
is not possible to lay down a hard and fast 
on the selection of colonies The work of Bald 
win! and others has shown that there is a 
siderable variation in the production of both p 
ment and hemolysin. Pathogenic strains of staphy 
lococci frequently fail to produce a typical pig 
ment while some strains will fail to demonstrate 
typical alpha hemolysin production. Considerab] 
experience is necessary to judge the degree and 
extent of pigment production and hemolysis 

A single characteristic colony is transferred to a 
tube of 1 per cent mannitol broth and a single 
tube of veal blood broth for coagulase-hemolysin 
testing, This single tube test for coagulase-hemoly 


{ 


sin testing was developed at our laboratories tor 
the purpose of having available a test of these two 
major criteria which could be done rapidly and 
accurately. The medium consists of a veal in- 
fusion broth base to which is added, aseptically, 
citrated rabbit blood (6 per cent by volume) and 
rabbit plasma (15 per cent by volume The 
tubed medium is allowed to stand overnight so 
the red blood cells will settle out forming a layer 
at the bottom of the tube. The medium is in- 
oculated with a straight wire, carrying the in- 
oculum as far as the interface of the red cells and 
liquid media. Care must be exercised so as not 
to disturb the layer of blood. Coagulase positive 


organisms will clot the plasma within three hours 
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If the culture produces alpha hemolysin, the rab- 
bit cells are lysed in eighteen hours with the 
liberated pigment diffusing up through the clot 
Incubation of the coagulase-hemolysis tube and 
the mannitol broth is carried out in the 37°C 
water bath At the end of thre hours, the tubes 
are examined for coagulase production and in- 
cubation continued overnight If the culture 3s 
coagulase positive at three hours, a sterile cotton 
swab 1s soaked in the mannitol broth and used to 
inoculate the entire surface of a sheep blood agar 
plate. Antibiotic sensitivity disks are placed on 
the surface of the agar and the plate incubated 
overnight at 37°C.* On the morning of the third 
day, the results of testing are available. A_pre- 
liminary report is sent to the physician. ( ultures 
which Art hemolytic. coagulase-positiv. and fer- 
ment mannitol and are from a known clinical 


situation are submitted for bacteriophage typing 


\ final report is made when phage typing 1s com- 


pleted 

It iS frequently possible at this Stage in the in- 
vestigation to render a preliminary opinion as to 
whether or not a group of cultures, originating 
from a single hospital outbreak. represent a com- 
mon infecting strain. If the cultures produce co- 
agulase rapidly om to three hours hemolyze 
I ibbit red blood cells ferment mannitol and have 
a common antibiotic pattern, it can be assumed 
f 


for preliminary epidemiological purposes that the 


cases under study are infected with a common 


strain. In other words, by the use of the proce- 
dure and media described it may be possible for a 
hospital laboratory to issue a_ preliminary report 
as to similarity of cultures within forty-eight hours 
ol the receipt ol the specimen Our experience 
has shown that there is a very close correlation 
between the antibiotic sensitivity pattern of the 
‘epidemic strain” as defined by Shaeffer® and the 
bacteriophage type. This relationship holds true 
for a series of otherwise similar cultures isolated 
from a hospital epidemic but not to the degree of 
consistency that is observed with the “epidemic 
strain.” However, the final evidence of type must 
be determined by bacteriophage typing 

Another benefit of the method as described is 
that the bacteriologist is able to recommend the 
appropriate antibiotic at the same time that he 


renders his preliminary report. He thus is able to 


*Currently we are testing all cultures for sensitivity to 
penicillin, erythromycin, chloramphenicol, streptomycin, 
tetracycline and oxytetracycline 
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answer the two main questions posed by the clin- 
iclan: First, what is the etiological agent causing 
these infections? Second, what is the drug of 


choice for treating these infections? 


Surveillance and Control Procedures 


Bacteriological studies and surveys of personnel 
for carrier status are expensive and time consum- 
ing. Once it has been established that infections. 
due to staphylococcus, are occurring in the hos- 
pital to a significant degree, consideration should 
be given to the initiation of bacteriological control 
procedures. However, plans should not be put 
into operation until the entire staff (both profes- 
sional and ancillary) is fully informed as to the 
scope of the work, the procedures to be followed 
and the possible courses of action in the event that 
a serious problem is discovered in one or more 
parts of the hospital. When this understanding 
is achieved, cooperation from all levels will be 
forthcoming and the laboratory data obtained will 


be both complete and meaningful. 


Discussion 


Continuous laboratory control data will alert 
the hospital staff in the event of several possible 
developments. First, it will enable the administra- 
tion to determine the extent of dissemination of 
the infecting strain throughout the hospital and 
the staff. This requires a survey of personnel by 
the use of nasal swabs to determine if colonization 
has taken place, or a sampling of various fomites, 
in the hospital environment. In a sense this al- 
lows the laboratory to measure the extent or de- 
gree of contamination within the hospital. An 
increased number of positive isolations from the 
personnel or environment suggests continued dis- 
semination of the organism. This would most like- 
ly indicate that a break in technique has occurred 
which needs correcting. Additional control work 
could be instituted to determine the source of con- 
tamination. 

Second, bacteriological control work will allow 
the laboratory director to alert clinicians to the 
development of resistance to antibiotics. This is 
particularly important where the use of a prophy- 
lactic antibiotic has been instituted to bring an 
epidemic situation under control.° Examination 
of specimens submitted from a Michigan hospital, 
which has been using erythromycin prophylactical- 
ly for a period of one year, revealed that cultures 


isolated from lesions at the time of the second 
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outbreak were uniformly resistant to erythromy- 
cin. The strain of S. aureus causing the first out- 
break was uniformly sensitive to erythromycin 

Third, laboratory surveillance will detect the 
introduction of a new type of staphylococcus 
which may have an entirely different pattern of 
antibiotic susceptibility and resistance than the 
strain which caused the original outbreak. Fourth, 
continued laboratory controls are essential in 
checking technique used in maintaining a “clean” 
situation once the epidemic is stopped. This may 
be done by the simple expedient of taking nasal 
swabs on newborn infants at the time of dis- 
charge or through intermittent nasal swab  sur- 
veys of patients or personnel assigned to the surg- 
ical departments or other parts of the hospital 

It is important to remember that staphylococcal 
infections originating in a hospital may be the 
cause of secondary infections in other members of 
the family or the community, Wentworth" and 
Ravenholt* have established the fact that  fre- 
quently a community epidemic may exist but be 
unrecognized following a_ hospital epidemic 
There is great need for a system which will allow 
for central correlation of laboratory and clinical 
data evolving from staphylococcal disease diag- 


nosed and treated outside of the hospital 


Conclusions 


1. The bacteriology of the genus Staphylococ- 
cus is well known. 

2. Staphylococcus aureus is the most patho- 
genic of the several species of staphylococcus 

3. The most commonly accepted criteria of 
pathogenicity of Staphylococcus aureus are the 
production of alpha hemolysin, production of co- 
agulase and the fermentation of mannitol. 

+. Epidemic strains of staphylococcus can be 
accurately diagnosed by techniques available to 
most hospital laboratories. However, precise iden- 
tification of a given type is possible only with bac- 
teriophage typing. 

5. The data obtained from the laboratory ex- 
amination of staphylococcus is essential to any 
program designed to control staphylococcal dis- 


ease in either hospital or private practice. 
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Epidemic Staphylococcus in a 
Nursery for Newborn Infants 


— PROBLEM of staphylococcus infection 

in the newborn nursery of a general hospital 
was forcefully brought to our attention in Sep- 
tember, 1957, by an epidemic of pustular skin 
lesions and infected umbilical cords. In_ retro- 
spect, this epidemic should have been anticipated 
No serious outbreak ot infections had ever Oc- 
curred in the obstetrical and newborn service of 
our hospital in which approximately 1,000 deliv- 
eries occur each year. In May, 1957, a premature 
infant developed an abscess on the face and also 
some pustules which responded readily to treat- 
ment. Although no cultures were taken at this 
time, subsequent events lead us to believe that this 
was probably the onset of our trouble. Spo- 
radic pustular lesions occured in other infants 
during the ensuing months and, in general, re- 
sponded well to treatment by the attending phy- 
sician. 

In late August the incidence increased and the 
lesions did not respond to the usual antibiotic 
and local therapy. At this time, the assistance of 
the State Health Department was requested, and 
we are deeply grateful to Dr. George H. Agate 
and his asscciates for the valuable assistance which 
made it possible to bring this epidemic under con- 
trol. Cultures taken from seven infants on 
September +, 1957. were reported as having the 
epidemic strain of staphylococcus. The charac- 
teristics of this particular organism and their im- 
plications are discussed in other articles in this 
journal. Immediate steps were taken to deter- 
mine the source of this infection and to bring 
it under control. Nose cultures were taken on 
all individuals whose work in any way involved 
the obstetrical department. This included staff 
physicians, nurses, nurses aides, personnel from 
the housekeeping department, laboratory, central 
supply, pharmacy—everyone who, directly or in- 
directly, had anything to do with the obstetrical 
and newborn service. This study revealed five 
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individuals, including two staff physicians, one 
orderly, one practical nurse, and one individual 
in central supply, who had the epidemic staphy- 
lococcus in their nasal culture. These individuals 
were immediately removed from any contact with 
the department. Emergency powers were grant- 
ed to the chief of obstetrics and the chief of pedi- 
atrics by the executive committee of the staff, and 
the following steps were taken: 

1. The two nursery units and the premature 
unit were stripped of all unessential equipment, 
including all draperies and curtains at the win- 
dows. One newborn unit was thoroughly cleaned 
and only subsequent deliveries admitted to this 
unit The other unit was kept as an isolation 
room for those babies already infected 

2. All babies were bathed with hexachloro- 
phene soap on the first day following delivery 


and every second day therafte1 


> 


3. All babies were given erythromycin, 5 mg. 
per Ib. bodyweight, every six hours. This med- 
ication was continued for three days after dis- 
charge from the hospital. No local medication was 
used and all orders in effect at the time were 
cancelled. 


+. Visitors were restricted to one individual, 


usually the father, for one-half hour daily. 

5. No surgical procedure was permitted ex- 
cept emergencies. 

6. Rules regarding scrubbing and the wearing 

of a clean gown for anyone entering the new- 
born nursery, were rigidly enforced. 
7. All babies in the clean nursery were exam- 
ined daily for a suspected rash. All suspected le- 
sions were cultured immediately and the baby 
transferred to the isolation unit 

8. Information regarding the epidemic was 
made public through the press. 

The results of these procedures were striking, 
indeed. None of the babies admitted to the clean 
nursery developed pustular lesions, and within 
ten davs there were no new infections noted in 
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the isolation unit. The above emergency measures 


were carried on for a period of four weeks. At 
that time the erythromycin medication was dis- 
continued, surgical procedures such as circum- 
cisions were again permitted, and visiting regula- 
tions were changed permitting two visitors daily 
for one hour in the afternoon and one hour in 
the evening. All personnel in the obstetrical de- 
partment had repeat nose cultures and_ those 
individuals who had positive cultures on the initial 
One 


additional staff physician was found to have a 


investigation were found to be still positive 


positive culture for the epidemic strain 
Several 


which were quite resistant to 


abs« esses 
Most of 


the abscesses required extensive surgical drain- 


mothers developed _ breast 


treatment 


age in addition to treatment with erythromycin 


One mother had considerable trouble with furun- 


culosis. Her culture was positive for the same 


epidemic strain of staphylococcus 


Discussion 
Dr. G. D. Cummings of the Michigan State 
Health Department has made the comment that 


a single pustule or a single loose stool in a new- 


born nursery is an epidemic. Perhaps this is an 


OSTERLIN 


exaggerated statement but, in retrospect, we are 


inclined to agree. We feel that the most impor- 
tant phase of our problem was the recognition 
that we were in trouble, and this came much too 
Without of 
where it occurs in the hospital, there can be no 


effort Although 


was no mortality, the incidence of infection, both 


late. such recognition, regardless 


organized to correct it. there 


in babies and mothers, should have been much 
lower. There have been no new infections with 
the epidemic strain of staphylococcus and, ap- 
parently, the epidemic is under control. Further 
culture studies on the personnel will be done 


and every effort made to prevent a recurrenct 


} 


Full co-operation of the hospital personnel and 
| ] J 


the public is essential. 


Summary 
Experience with an epidemic of impetigo du 
to the epidemic strain of staphylococcus occur 
ring in the newborn service of a general hospital 
The 


problem is emphasized 


suc h a 


is described. early recognition o 


Procedures necessary te 


bring such an epidemic under control are out 


lined 
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(THESE Visette owners are 
increasingly making the 
*cardiogram a part of many 
examinations in patients’ homes, 
at hospitals, plant clinics 
wherever the need is indicated. 
Its 18 pound weight and “‘brief- 
case”’ size allow the Visette to 
go along on these calls as readily 
as an instrument bag. Tests are 
made quickly and easily because 
of such typical Visette features 
as all accessories right at hand 
in the cover compartments . . . 
automatic grounding by push- 
button control lead selection 
by simply turning a knob, with 
automatic stylus stabilization 
between leads : *double- 
check’’ standardization signals 
instantly visible, inkless 
record made by a heated stylus 
convenient “writing table” 
surface for making test notations 
on the record. And Visette per- 
formance stays accurate and 
reliable, as a result of rugged 
mechanical construction . the 
use of modern electronic compo- 
nents including transistors and 
aircraft type ruggedized tubes 

. and a smaller, more durable 
recording assembly. 

If, like this growing number 
of your colleagues, you feel your 
practice would benefit by such 
convenient ‘cardiography, ask 
your focal Sanborn Representa- 
tive for complete information 
and a Visette demonstration. Or 


for descriptive literature, write Just one year afler tnhoduction a 


Sanborn Company, attention 


ae _ more than 2000 doctors already know 


the convenience and value of ‘‘VISETTE”’ 'cardiography 


Model 51 Viso-Cardiette, ‘‘office standard” in thousands of 
practices, remains available at $785 delivered, continental U.S.A. 
Sanborn Model 300 Visette electro- 
cardingraph $625 delivered, con- 
tinental U.S.A. 
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ACHROM YCIN:V 


Tetracycline and Citric Acid Lederle 


A Decision of Physicians 


When it comes to prescribing 
broad-spectrum antibiotics, physicians 
today most frequently specify 
\CHROMYCIN V, 


The reason for this decided preference 


is simple. 


For more than four years now, you and 
vour colleagues have had many 
opportunities to observe and conhrm 
the clinical efieacy of ACHROMYCIN 
tetracycline and, more recently, 
(CHROMYCIN V tetracycline and 


citrie acid. 


In patient after patient, in diseases 
caused by many invading organisms, 
\CHROMYCIN achieves prompt control 
of the infection—and with few 


significant side effects. 


The next time your diagnosis calls for 
rapid antibiotic action, rely on 
A CHROMYCIN \V—the choice of 


physicians in every field and specialty. 


LEDERLE LABORATORIES 


AMERICAN CYANAMID COMPANY 


ear! River, New York 











AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


“EMPTYING” OF GALLBLADDER AFTER FATTY MEAL 


5 egg yolks 


y 96 120 
Minutes 


Adapted from Wright, S Applied Physiology, ed. 8, London 
Oxford University Press 47, p. 734 





What's wrong with the term 
“emptying of the gallbladder’? 

The gallbladder discharges bile by fractional evacuation. It is not f c 

emptied completely at any one time even following a fatty meal. 


Source — Lichtman, S. S.: Diseases of the Liver, Gallbladder and Bile Ducts, ed. 3, 
Philadelphia, Lea & Febiger, 1953, vol. 2, p. 1177. 


routine physiologic support for “sluggish” older patients 


DECHOLIN® one tablet tid. 


therapeutic bile 





increases bile flow and gallbladder function—combats bile stasis 
and concentration... helps thin gallbladder contents. 


corrects constipation without catharsis—prevents colonic dehydra- 
tion and hard stools... provides effective physiologic stimulant. 


DECHOLIN tablets (dehydrocholic acid, AMEs) 3% gr. Bottles of 100 and 500. 
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Staphylococcal Infections in Infants 


Clinical Manifestations and Treatment 


N ITS early stages. the etiology of an epidemic 

of staphylococcal infections in a maternity serv- 
ice may be overlooked because of the mild nature 
of the infections The usual manifestations of 
staphylococcal infections among newborn infants 
are pustular rashes, conjunctivitis and parony- 
chiae. Each of these. occuring sporadically, may 
be mistakenly diagnosed as non-infections: tl 
inexperienced observer might consider skin mani- 
festations to be heat rash, diaper rash or erythema 
toxicum neonatorum; the conjunctival inflamm 
tion might be diagnosed as chemical conjunctivi- 
tis (due to instillation of silver nitrat 
sion blenorrhea; and infections around 
might well be considered as due to trauma 
irritation from bed linen or clothing 


The etiology of nursery-acquired infections 


the existence of epidemic conditions may als 


obscured by the long latent period which 
| 


occur between exposure to infection in the nurs¢ 

and signs and symptoms of illness. There may 
be an interval of many weeks between the time 
when an infant acquires a pathogenic strain of 
staphylococci on his skin or in his nasopharynx 
from the nursery environment (is “colonized” 
and the first appearance of infectious lesions 
This is espec ially true with Staphylococcus pyo- 


genes phage type 42B/52/80/81. Thus any pyo- 
genic infection occurring in an infant during th 
first three months of life should suggest inquiry 
about past and present incidence of infections 
the maternity service where the infant was born 
The typical skin lesion is a vesicle 2 to 10 mm 
in diameter, only partially filled with a_ thin, 
cloudy fluid. Such lesions have been termed “im- 
petigo of the newborn,” “pyoderma,” or simply 
“pustules” or “blebs.” In contrast to the mor 
common erythema toxicum neonatorum (in which 
tiny pustules on a larger erythematous base may 
occur generally distributed over the entire body 


during the first few days of life) vesicles due 
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to staphylococci are larger, they usually appt ar 
first in the folds of the neck, groin, axillae and 
in the diaper area, and ordinarily do not occur 
during the first two days of life. Such lesions are 
ilmost always caused by staphylococci and should 
be investigated promptly by culturing the contents 
of a vesicle. A quick appraisal of the rash may be 
obtained by examining a stained smear of fluid 
obtained from such a vesicle, in which polymor- 
phonuclear leukocytes and staphylococci will usu- 
ally be seen The contents of a ves le in « rythema 
toxicum show a predominance of eosinophiles but 
no bacteria on smear, and cultures are sterile 
Even mild conjunctivitis in newborn infants 
must be considered as staphylococcal in etiology 
intil this is disproved by culture Staphylococcal 
conjunctivitis may be so mild that the only sign 
is scanty yellow discharge (‘“‘sticky eyes”) and 


reddened tarsal conjunctivae Although one may 


be tempted to attribute conjunctival discharge to 
Credé treatment, every time these symptoms are 
observed, cultures of the discharge should be made 
to detect any staphylococcal infections 

Paronychiae, manifested by erythema around the 
nail and subsequently by formation of pus, are 
almost invariably caused by staphylococci and 
cultures accordingly should be made 

Suppurative mastitis has occurred in most ept- 
demics of staphylococcal infections among new- 
born infants. This condition is usually unilateral, 
is manifested by swelling, erythema and _ tender- 
ness and usually progresses to abscess formation. 
It is probable that mastitis is caused by entry of 
staphylococci to the mammary glands from the 
skin through the mammary ducts because there is 
seldom any sign or symptom to suggest septicemia 
Infection of the mammary glands in newborns 
must be differentiated from physiologic engorge- 
ment of the breasts so frequently seen at this age 
In this latter condition both breasts usually are 
enlarged and there is no significant erythema or 
tenderness. 

More extensive infections such as cellulitis and 


abscesses occasionally occur and usually are com- 
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plications of pre-existing pyoderma. Also surgi- 
cal wounds frequently become infected in infants 
who have had pustular infections of the skin and 
therefore elective operations such as herniorrhaphy 
and plastic operations should never be performed 
on an infant who has had pustular skin infections 
Or even on one who has recently been discharged 
from a nursery where staphylococcal infections 
were occurring. In such cases, the presence ot 
pathogenic staphylococci should be ruled out by 
a nose culture before elective operations are un- 
dertaken during the first six months of life. 

True omphalitis due to S. pyogenes is occasion- 
ally observed, although the more common cause 
of discharge from the umbilicus is one or more 
pustules in the area. Lymphangitis and lympha- 
denitis occur infrequently in staphylococcal in- 
fections in newborn infants. 

Pneumonia and septicemia are the most serious 
manifestations of staphylococcal infections in new- 
born infants. The former may be preceded or 
accompanied by septicemia. Often the onset of 
pneumonia is not at all typical of a respiratory 
infection for the infant my show only listlessness 
and anorexia. These symptoms in the neonatal 
period should be investigated by blood cultures 
and roentgenograms of the lungs. Prompt diag- 
nosis and treatment of staphylococcal pneumonia 
in infants is important because pneumothorax 


and pleural exudate occur early in the disease at 


this age period. 

Staphylococcal infections in older children dif- 
fer in many respects from infections of the same 
etiology in the neonatal period. Abscesses are 
common and likely to develop as complications 
of abrasions of the skin, insect bites, eczema o1 
lesions of exanthemata. Osteomyelitis and puru- 
lent arthritis, resulting from septicemia, are the 
most serious staphylococcal infections among old- 
er children. 

Suppurative mastitis in nursing mothers 1s a fre- 
quent occurrence during epidemics of staphylococ- 
cal infections in hospital newborn nurseries and 
appears to be directly related to infections in the 
nursing infants. During some nursery epidemics. 
the incidence of breast abscesses among nursing 
mothers has been noted to be more than 30 per 
cent. The incubation period between birth of the 
child and the onset of mastitis in the mother has 
generally been about twenty-one days. Since moth- 
ers who do not nurse their infants seldom, if 
ever, develop breast abscesses it is quite evident 
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that mastitis is acquired from the oral cavity of 
infants who may have obvious infections or may 
simply be carriers of the organism. The infant of 
a mother suffering from a breast abscess does not 
always have lesions indicative of staphylococcal 


infections. 


Treatment of Staphylococcal Infections 


As soon as diagnostic studies (cultures of le- 
sions and blood, and smears) have been initiated 
to establish a suspected diagnosis of staphylococ- 
cal infection, antimicrobial therapy should be 
started. Although it is tempting to initiate treat- 
ment with penicillin, this drug is not always ap- 
propriate. This is especially true in cases where 
infection was obviously acquired in the hospital 

such as infections of infants in, or recently dis- 
charged from, a hospital nursery and instances of 
breast abscesses of nursing mothers. Penicillin 
in such cases usually is ineffective because prac- 
tically all hospital strains of staphylococci are 
highly resistant to penicillin. The majority of 
strains of staphylococci isolated from hospital- 
acquired infections are resistant to penicillin and 
to the tetracyclines and are sensitive to erythro- 
mycin, chloramphenicol and novobiocin. Practical- 
ly all strains are sensitive to bacitracin and neo- 
mycin. Therefore effective antibiotic therapy of 
staphylococcal infections must be based on careful 
studies of antibiotic sensitivities of the particular 
strain of S. pyogenes isolated from lesions. In gen- 
eral, suspected staphylococcal infections presum- 
ably acquired in hospitals should be treated with 
chloramphenicol or erythromycin while cultures 
and antibiotic tests are being done. This practice 
would apply to infections in infants and their 
mothers and to postoperative wound infections. 

Staphylococcal infections of children over the 
age of one year probably are due to penicillin- 
sensitive “home” staphylococci and may reason- 
ably be treated with large doses of penicillin while 
laboratory reports are awaited. 

In addition to antimicrobial therapy other meas- 
ures usually are indicated. Local treatment of in- 
fections by heat and by surgical intervention when 
localized collection of pus is noted, are essential 
adjuncts to antimicrobial therapy in the treatment 
of staphylococcal infections. Surgical drainage of 
a localized deep abscess often is sufficient treat- 
ment without the use of antimicrobial drugs 
Additional inoculation of the skin with pathogenic 
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The Control and Prevention of Staphylococcal 


Infections in Newborn Infants 


Some Fundamental Considerations 


TAPHYLOCOCCAL infections in newborn 

fants have plagued hospital nurseries for many 
years.''* Recently, outbreaks of these infections 
have become increasingly widespread and _ there 
has been a similar, but less spectacular, rise in 
staphylococcal hospital infections among patients 
of all ages i hese occurrences have seemed to fol- 
low in the wake of the increased number of 
strains of microorganisms resistant to the anti 
biotics in common use 

[he infections in infants range from trouble- 
some skin pustules to abscesses, pneumonia, gas- 
troenteritis, and even fatal septicemia. The first 
evidence of infant infection may be delayed until 
Mothers of 


the infants may develop abscesses of the breast 


after the infant leaves the hospital 


Following the arrival home of a newborn infant, 
other family members may develop infections. The 
baby sitter may acquire such an infection from an 
infant and take it to school. All these have been 
observed in Michigan and apparently may be re- 
lated to staphylococci which the infant acquired In 
the nursery and which were conveyed to the family 
group by close contact These infections may re- 
sult in readmission to the hospital where the in- 
fant was born or to other hospitals. Thus, what is 
primarily a maternity hospital problem becomes 
a problem not only to the entire hospital, but also 
to the community.” 

Very little knowledge is available concerning 
the early bacterial flora of the newborn infant. It 
appears, however, that the infant is peculiarly 
susceptible to acquiring staphylococci during its 
first days of life.‘! These organisms become rather 
quickly implanted, or colonized, in the nasopharynx 
and on the skin surfaces.“ As early as the first two 
or three days of life they may be found in large 
numbers in the infants’ stools. 

The staphylococci the infant acquires as_ its 
earliest flora are those which are present in the 
people who care for it.* Since a high percentage 


From the Acute Communicable Disease Section, Mich- 
igan Department of Health 


June, 1958 


By George H. Agate, M.D. 
East Lansing, Michigan 


of the personnel who work in hospitals carry 


coagulase-positive staphylococci in their anterior 


nares, it is quite likely that the hospital-born 
infant will be exposed to these potentially patho- 
genic organisms in its first days of life. Fortu- 
nately, most of the potentially pathogenic staphy- 
lococci colonized do not under ordinary circum- 
stances appear to cause disease in the infant or 
his contacts 

We cannot keep staphylococci from infants not 
do we know it is desirable to do so. We can pre- 
vent infants from being exposed to great numbers 
or undue dosage of bacteria and should be able 
to prevent their contact with pathogens capable of 
initiating disease. The majority of outbreaks of 
staphylococcus infections in newborn nurseries 
which the writer has had the opportunity of 
investigating in Michigan has been found to be 
due to one member of the coagulase-positive 
group: phage type 42B/47C/52/80/81. While 
this has been considered to be a relatively rare 
type, it is known to have been predominantly 
present in hospital outbreaks in ten counties in 
the state and seems to be quite widespread. This 
strain has also been found in some sporadic or 
occasional cases of newborn infection. In most 
of these, a varied group of coagulase-positive, and 
in some even coagulase-negative organisms were 
found. Staphylococci are so ubiquitous, the sig- 
nificance of finding them in pathologic processes 
has to be very carefully weighed. It is probable 
that host factors, the factor of dosage (with pos- 
sibly other as yet undefined factors) are required 
to “set the stage” for the staphylococcus to per- 
form. It may be that epidemic strains are to some 
degree similarly opportunists, even though at the 
present time they appear able to initiate disease 
themselves. A further understanding of the cir- 
cumstances which may initiate infections would 
be most helpful. 

Outbreaks of infection should be dealt with 
promptly. The sporadic case or cases may indi- 


cate an impending outbreak and should be investi- 
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gated. Whether nurseries are being troubled or 
not, every effort should be put forth to prevent 
all infections in the newborn. In prevention, noth- 
ing has as yet been found that takes the place 
of clean and aseptic techniques plus prompt ade- 
quate isolation of cases and suspected cases of 
infection. These have paid and will continue to 
pay high dividends in the prevention of not only 
newborn infections but all hospital cross-infections. 
The confidence we all have in a hospital is very 
greatly enhanced by the knowledge that all neces- 
sary aseptic precautions and safeguards are taken. 

It is believed that the proper handling of in- 
fants in the hospital under reasonable, attainable, 
clean, and aseptic techniques can prevent the oc- 
currence of outbreaks of infection. The term 
“techniques” should, however, go far beyond the 
washing of hands, proper gowning, correct dis- 
posal of excreta, and isolation of infections. The 
situation we are faced with in nurseries today 
makes it essential even in these basic procedures 
that we remove as much as is possible of the 
human factors in the execution of these techniques. 
We must, of necessity, make the right way the 
simplest way to perform them. Recommendations 
of recent years have tended toward small nurs- 
eries where one person can care for all of the 
infants in that nursery for each work shift, the 
intermittent use of each nursery, proper spacing 
of beds in nurseries at all times, individual equip- 
ment for each infant and individualized handling 
of infants. They include also such environmental 
factors as air conditioning, controlled humidity 
and scientific housekeeping procedures. 

The major method of spread of staphylococci 
in an outbreak appears to be from infant to 
infant.* Cubicles would probably tend to pre- 
vent this in several ways, and additionally they 
would make any dangerous overcrowding much 
more evident than when they are not present. 
Cubicles have been removed from most old nurs- 
eries, and are presently not often recommended 
for new construction.! Their absence should not 
be interpreted as an indication that individualized 
care and proper spacing of bassinets is no longer 
necessary. 

It was recommended several years ago that the 
customary “dry skin” care of infants in which the 
vernix was allowed to remain be replaced with 
baths using a detergent, lanolin, petrolatum mix- 
ture containing 3 per cent hexachlorophene. 


These baths were usually given initially in the 
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first twenty-four hours following birth and every 
other day thereafter, while in the nursery. Stud- 
ies showed this to be a highly successful method 
of preventing nursery skin infections. These baths 
are presently being used in many hospital nurs- 
eries’> The mixture described for this purpose 
is relatively nonirritating. While the hexachloro- 
phene theoretically leaves an inhibitory film, a 
substantial value to newborn infants seem to lie 
in the early removal of vernix. It appears that if 
the vernix is allowed to remain it can act as a 
culture media for bacteria. Then as it dries and 
sheds from the skin it becomes particulate matter 
which seems to be a factor in disseminating infec- 
tion from infant to infant.2, While these baths may 
reduce the number of infants colonized with an 
epidemic strain (if such a strain is present in the 
nursery) and while they may also reduce the dos- 
age of bacteria which the infant may be exposed 
to, they are not apparently fully protective in that 
infants may still be colonized with epidemic 
staphylococci if personnel continue to harbor them, 
and the infants may develop infections after leav- 
ing the nursery.*. This suppressive effect therefore 
probably increases the need for surveillance of 
infants after they have left the hospital to insure 
they are not being infected in the nursery 

Masks are not commonly worn by permanent 
nursery personnel except in the case of infants 
suspected of having or isolated for infections 
The failure of those who have contact with other 
hospital patients such as physicans, medical tech- 
nicians and housekeepers) to wear masks for the 
short period they are in contact with infants. 
or in the nursery, may result in the transfer of 
infection to infants. It has recently been sug- 
gested that talking or laughing on the part of 
attendants, whether masked or not, can result in 
staphylococci being transmitted to patients 

All personnel (including physicians, medical 
technicians, and housekeepers) who have con- 
tact with the nursery must maintain barriers 
against infection at all times. It is particularly 
important for all physicians to rigidly adhere to 
the best technical standards in their nursery visits. 
The relatively untrained personnel will not follow 
rules which the physicians ignore. The carrying 
out of effective techniques requires that periodic 
refresher courses and discussions be held with all 
personnel. 

The phage typing of staphylococci is a relative- 


ly new procedure in which the coagulase-positive 
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group of staphyloocci can be fairly accurately 
divided into a number of types. When this testing 
of cultures is combined with the antibiotic sensi- 
tivity pattern, it is possible to determine with 
reasonable exactness the identity, or nonidentity, 


of the cultures under consideration. ! 


By means 


of this testing, it has been found that recent epi- 
demics of staphylococcus have been largely du 
to one phage type of organism.'® Various work- 
ers have demonstrated that it is possible in such 
situations to determine the organism found in the 
pustules of infants, or abscesses, and to find the 
same organisms in personnel caring fot infants 
It has been further demonstrated by removing 
these personnel-carriers from the nursery environ- 
ment, and breaking the chain of infant to infant 
contact, the outbreak of infection caused by 
organisms they were carrying can be promptly ter- 
minated * This method has proven to be a 
most valuable tool in the control of outbreaks 
of staphylococcus infections, and should also prove 
to be of similar value in the epidemiology of the 
sporadic case about which our information seems 
to be sadly lacking 

Phe sensitivity pattern of staphylococci to anti- 
biotics represents a rather rough index of the anti- 
biotics being used in a particular hospital. Various 
phage types may have the same antibiotic sensitiv- 
ity pattern. When we have an outbreak and find 
me specific phage type of organism to be present, 
we ordinarily find that the sensitivity pattern of 
that organism to antibiotics also has a uniform 
pattern. The antibiotic sensitivity test is therefore 
of considerable help to us in the rough identifica- 
tion of cultures. It is important, however, for rea- 
sons of economy of personnel, and scientific ac- 
curacy, that it not be used alone as a definitive 
measure By the same token, unless examina- 
tion of the cultures from actual lesions is carried 
through phage typing, it has only a limited value 


in the fundamental defining of an outbreak. 


It is important that we have a mechanism op- 
erating through which there is prompt recogni- 
tion of infections of the newborn, not only while 
they are in the hospital, but for a period of time 
after they have left the hospital. One physician 
should be in charge of the nursery for the pur- 
pose of recognizing and preventing nursery in- 
fections. The physician selected for this appoint- 
ment would, of necessity, have to give a great 
deal of time to it initially if his work is to be 


effective, and he would have numerous functions 
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He would formulate policies and procedures by 
which the care of infants in the nursery would 
be guided 

He would take such measures as were necessary 
to insure that all personnel who entered the nurs- 
ery were free of infection or conditions which 
could be dangerous to the infants 

He would insure that the hospital has a plan 
for nursery personnel to engage in other work 
should they have minor illness. 

He would make certain that infants suspected 
or actually having infections were promptly iso- 
lated, and that proper isolation procedures were 
carried out for them 

He would set up a plan whereby any infection 
of newborn infants which occurred within a rea- 
sonable time after they left the hospital were sur- 
veyed to determine any relationship to having 
acquired the infection in the nursery. 

He would be responsible for the collecting of 
such cultures as are vital to determining the 
causative agent of infections whether the infant 
was in the hospital or outside 

He would seek such consultation and advise 
as was necessary. 

In all these matters he would have to have 
full and complete authority to act promptly as the 
situation demanded. This authority should come 
to him from both the administration of the hospi- 
tal and from its medical staff. 

The treatment of newborn infections is a medi- 
cal problem. The prevention of infections in the 
newborn requires the complete co-operation and 
discipline of all who have contact either directly, 
or indirectly, with the maternity area of the hos- 
pital. If we are to successfully carry out an ade- 
quate program of prevention, the leadership and 
example in such a program must come from the 
medical staff physicians directly concerned in the 


individual hospital 
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Retirement Day—A Medical 
Socio-economic Problem 


Y SPECIAL interest in R day dates back for 

a period of fifteen years. A patient of mine, 
and at the same time a good friend and of the 
same age, had very recently retired as superin- 
tendent of one of our junior high schools. I asked 
him how he felt about retirement. He answered, 
“Do you want me to tell you the truth?” and I 
assured him I did. His statement was as follows: 
“If I had my old job back with no more salary 
than my present pension, I would retire every 
night endlessly a much happier man.” This came 
as a rude shock. I had never given a thought 
concerning what sort of life to live after my own 
retirement. Everything pertaining to medicine was 
my hobby and continues to be to the present. 

After the above-mentioned conversation, I fre- 
quently asked people in various walks of life their 
candid reactions about retirement. Their feelings 
were very much the*same. For several months 
they experienced a sense of freedom and enjoy- 
ment. After this they became bored, time began 
to drag on and a sense of dissatisfaction and 
futility were in the making. During the inter- 
vening years, I have arrived at some definite per- 
sonal convictions. 

In order to have a clearer view of the present, 
it behooves us to look at the subject in retrospect 
and observe present trends as they unfold them- 
selves. Michigan in 1820, according to the census 
of that year, had a population of 8,800. The men 
and women were of younger years and of the 
hardy pioneer type. Michigan is now facing an 
entirely new consistency in its population and this 
holds true for the entire nation. Since the turn 
of the century, the population of the United States 
has doubled and the age of men and women over 
sixty-five years has increased fourfold and accord- 
ing to statistics, there are now over 14,000,000 
Americans over sixty-five years old, and increasing 
at the present rate of 400,000 a year. 

In a study last year, the Social Security Ad- 
ministration reports that about two-thirds of the 
men and women over sixty-five years have less 
than $1,000 and that only one-eighth of the peo- 
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ple arriving at R day have even as much as a high 
school education. But the most shocking informa- 
tion is that one-third of the 400,000 who attain 
the age of sixty-five each year have no definite or 
constructive plan for the future. It is not the ones 
who have well-formed plans and have enough 
of material help to arrive at their expectation, 
nor those who shortly after retirement handle the 
situation beautifully themselves, who give us worry. 
Rather it is the 130,000 yearly who arrive at R 
day without a planned future. I hold no brief 
with this group. The greater number have never 
been on their own. Their work was planned, di- 
rected and supervised by foremen and managers. 
They performed their work with credit. A patient 
of mine served eight years as an apprentice as a 
hand carver in furniture and followed this job 
for a period of forty years. “The factory has 
closed. I am now sixty-five years old and hand 
wood carving is all that I know. I have not been 
able to find any job. As my doctor, can you ad- 
vise me?” This, in brief presents, part of the 
picture at R day. 


Opinions Regarding Retirement 


To quote the late Dr. Carl Camp of the Medical 
Department of the University of Michigan: “The 
chronological age of retirement at sixty-five is a 
crazy idea. Some should retire as early as fifty 
while others are physically and mentally fit to 
keep at their jobs till seventy-five or eighty.” Dr. 
Paul White, while speaking as President Eisen- 
hower’s chief heart consultant, says, “In view of 
our experience during the last generation, the 
patient should not be encouraged to retire. The 
benefits of work on body, mind and soul in any 
occupation in which it is possible for a cardiac 
patient to engage can not be over emphasized. 
Illness breeds unhappiness and is actually poor 
for the health.” Herbert Hoover on his eighty- 
second birthday says, “Keep busy, otherwise you 
will degenerate into talking to everybody about 
your pains and pills and income tax” but he did 
advise oldsters, ‘“‘Not to retire from work or you 
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will shrivel up into a nuisance to all mankind.” 
(AP Press Report, August 10, 1956.) Millions 
will agree with them. But R day has become a 
fixed institution. 

It is my considered judgment if we are going 
to try to help retired people, we must start with 
the individual as early as age fifty or before 
He should be made very conscious of the inevitable 
that confronts him at the age of sixty-five, and 
that he must keep busy if he desires to keep happy 
and contented. Otherwise retirement is apt to 
become a nightmare. After he has come to a de- 
cision, he should have wise counsel to determine 
if he is physically and financially able to carry his 
plan to fruition. Allow me to illustrate this point 
A few years ago a patient of mine came in for a 
physical check-up and remarked that he had just 
recently retired. I asked him about his plans. He 
said he always thought he would like to own a 
small chicken farm and had bought one. He had 
never worked on a farm and did not know any- 
thing about the care, feeding (including cost). 01 
diseases of chickens. Further he was not aware 
of the competition in egg market. As a result 
ina short time he lost his chic ken farm and all of 
his life savings. Now he is a frustrated and totally 
discouraged man. Wise counsel is imperative 
We must excite the interest and ambition for in- 
dividual or collective effort of these persons in 
order to lessen the despair and hopelessness of an 
inactive life 

Responsibilities 

This is a medical, socio-economic problem. The 
medical fraternity should be acutely conscious that 
it is their job to observe, to instruct, to treat (if 
treatment is indicated). with the same enthusiasm 
exhibited towards a diagnostic problem. All ef- 
forts will bring the greatest success if it is personal 
and not through mass indoctrination. A half-cen- 
tury ago, a sixty-five-year-old man was housed in 
an ailing body suffering from one or more de- 
generative diseases. But today medical science is 
learning how to prevent many of these degenera- 
tive diseases. We must prevent the mind from be- 
coming prematurely senile for not only is this an 
emotional disaster to the individual but a crushing 
burden to society when large numbers of people 
face ten or more years of unproductive idleness 
and dependence. 

Many of those who arrive at R day without any 
plans for their future must lack the initiative to 
pay sufficient attention to their mental and phys- 
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ical welfare. We must not fail them. Remember 
that two-thirds of the men and women over sixty- 
five have less than $1,000 and that one-third of 
the 4,000,000 have no definite plans for the future 
Many a dollar is frittered away—a pack of cigar- 
ettes and a bottle of beer a day, at present prices, 
amount to over $2,500 in a fifteen-year period 
It might not be amiss to remind them of Ben- 
jamin Franklin philosophy, “If you know how to 
spend less than you get, you have the philosopher’s 


stone.” 
Labor Unions 


Labor unions have assumed the responsibility 
for the establishment of R day, the chief argu- 
ment being that jobs must be established for 
younger men. We must admit that this argument 
has considerable merit The labor unions and 
their officers have done a tremendous job to 
secure increased pay, better working conditions, 
longer holidays, medical and surgical care, fringe 
benefits, et cetera. I may be amiss, but until re- 
cently I have failed to find that they have evolved 
any plan to prepare their members for retirement 
except in a materialistic way. “Man shall not live 
by bread alone.” Unions must be convinced that 
work is essential to maintain health, a mission to 
keep up their morale and give them recognition 
as useful members of society. Their members must 
begin years before retirement with imagination, 
courage, and determination to plan a future. 

Statistical findings show that men and women 
who retire, improve in health after retirement and 
to be better off physically than workers who con- 
tinue on the job. Women can adjust themselves 
more advantageously after retirement than men. 
Many new avenues are open to them. If they 
avail themselves of opportunities, they can be kept 
busy physically and mentally and enhance their 
financial position. 

The male employe faces a different situation 
Retirement may improve his physical well-being, 
but if he has no employment or responsibilities, 
rapid mental regression is in the making—a 


calamity greater than physical degeneration. As a 


physician, this is my observation and personal con- 


viction. 
Employers 
Employers have a responsibility which they can- 
not ignore. They must recognize the fact that 
despite federal retirement under the Social Se- 
curity System and the increasing number of pri- 
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vate retirement plans, most older people want 
work. Many have given the greater part of their 
productive years to their jobs and to simply dis- 
miss them at R day seems cruel and inconsistent 
Cases are reported in the press where employers 
are trying to devolve some plans to mect the sit- 
uation. But if my deductions serve me correctly, 
the mass of common laborers are not involved. 
Abraham Lincoln said. ‘God must have loved the 
common people, He made so many of them.” 
Ihe employer must not fail them. Many interest- 
ing cases are reported in newspapers and maga- 
zines where some individuals having passed _re- 
tirement age, have rediscovered themselves and 
launched into a new enterprise with outstanding 
success. But we must face the fact that most of 
those who give us concern are the ones who for 
decades have labored under direct instruction of 
foremen and superintendents and have lost their 
initiative. Without prior help or further super- 
vision retirement finds them on a dead end street. 
A final pay check is not a final responsibility. 


We would be amiss if we did not give due 
credit to labor unions and corporations which, in 
more recent time, are making concerted efforts to 
establish definite plans for preparing their mem- 
bers for retirement. Educational institutions are 
giving valuable assistance in arriving at a worth- 
while solution. We must always remain mindful of 
the fact that less than one-eighth of those arriving 
at retirement age have less than a high school 


education. The shoe must fit the foot 


Responsibility of Religious Organizations 


Physically, man is an animal but he is also 
endowed with a soul. When Christ was on earth. 
He administered to the body but most of His 
ministry was in the spiritual realm. Our most re- 
warding capacities for comradeship, for love, for 
the simple enjoyment of life need not be 
diminished with advancing years. Our spirits must 
not grow old. The development of “spiritual 
security” is the answer to many of our emotional 


problems, insecurity and unhappiness. We must 
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have a real zest for living and a sense of continued 
usefulness. Charm, beauty, and virility exist in 
the spirit. More power to the clergymen and 
members of religious organizations who sense their 
responsibilities, give help and guidance to the 
group under our special consideration to show 
them that there is a godlike dignity in man that 
is worth preserving. Christ said, “The King shall 
answer and say unto them, Verily I say unto you, 
inasmuch as ye have done it unto one of the least 
of these my brethren, ve have done it unto me.” 
(Matthew 25:40.) 


Summary 


From every angle considered, there must be a 


united effort and that effort must start at the 
grass roots, with the individual. Government care 
pours millions into the top of the barrel but this 
will never stop the leak at the bottom. Mass in- 
doctrination is not the answer. Personal consulta- 
tions should start not later than fifteen years in 
advance of R day and the individual should be 
made very conscious of the inevitable implica- 
tions of retirement. Consultations should come 
from the medical profession, the labor unions and 
their officers, the employers and spiritual guidance 
should be forthcoming from religious organiza- 
tions 

A tremendous concerted effort is made to save 
or to rehabilitate sufferers of malignancies, infec- 
tious diseases, congenital deformities or senile de- 
generative diseases. These are laudable efforts 
But the challenge is to conserve years ot useful- 
ness for those who arrive at R day and not allow 
them to drift onward to joining, prematurely, the 
ever-increasing caravan on its final march to the 
homes for the aged 

Through a united effort, may their Golden years 
come to a beautiful and worthwhile fruition and 
may they never have the occasion to quote Robert 
Surns 


‘The best laid schemes 0° mice an’ men 
Gang aft a-gley, 
An’ lea’e us naught but ericf an’ pain 


For promis d jov. 


50 College Avenue, S.E 
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Rehabilitation Medicine in Geriatrics 


HE RESTORATION of the disabled olde1 

person to a happy and purposeful life is becom- 
ing one of the most urgent medical needs to 
day The major geriatric diseases, as a_ rule, 
are incurable, but a considerable amount 
The com 


mon problems and technical procedures necessary 


them are remedial to varying degrees 


in geriatric rehabilitation will be illustrated by 
detailed discussion in hypoxia, hemiplegia, osteo 
arthritis with a special emphasis on the involv: 
ment of the hip joint 

The 9rcatl challe neve ol the medical profess 
today is generated by the increasing incidence of 
senescence associated with disability Senescence 
may be endogenous, chronic, progressive, and d 
generative in its disorder In a statistical 
in 1950, it was found that the net increase 
ple over sixty-five now was occurring at the 
of 350.000 each year The number of know: 
aged with physical and mental impairment was 
5.6 million out of a total of 12 million aged In 
this latter group which do not requir any 
cialized facilities or services, there was a group 
of 2.1 million people having disabling conditions 
lasting longer than three months This grou 


represented per cent of those over the 


sixty-five, compared to 5.8 per cent in th: 


five to sixty-e ight-vear ave group, and } 

cent in the under-forty-five-year age group. There- 
fore, old age is a phenomenon to be enjoyed by 
the majority and not the minority: we nave 
long¢ Vity, but not associated with health, vigor and 


youthfulness 


It is this particular group of 2.1 million people 


} 


chronically involved, who will require ther 
habilitation programs that are so necessary at the 


present time. In this particular group with con 


siderable ise ol medica and surgical correct 
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the concept must be developed that many of these 
patients are incurable and irremedial. However, 
most conditions present in older people we have 
found to be remedial to a varying extent even 1f 
not possible to cure. Hence a workable classifica- 
tion as outlined by Dasco* is appropriate: I 

Restoration of the chronically ill without signs of 
manifest disability such as cardiac and pulmonary 
disease 2) Restoration of the obviously handi- 
capped, such as hemiplegia, neuromuscular dis- 
eases, arthritides, amputees and fractures >) Re- 


] 


storation of the elderly person who ts not obviously 


ill but whose physical fitness is impaired 
Che significant and long term illnesses affecting 
the aged. the degenerative diseases. have been 
1 


classified by Stieglitz'! into: Phe circulatory 


diseases consisting ot the myocardial diseases, 
severe hypertensive arterial, and arteriosclerotic 
types such as cerebral. coronary, renal. pant reatic, 
and extremities (gangrene and thromboaneiitis 


2 The metabolic types such as diabetes, gout 


ind osteoporosis }) Malignancies which are in- 
curable and irremedial? (4) The arthritides. 
With this complexity of involvement, the limit- 
ing factors of rehabilitation are self-evident. In 
generalizing, we will show the concept that each 
case must be treated on an individual basis with 


extreme caution, with common sense and realism. 


Limitations of Rehabilitation Medicine 


When the pathologic processes of aging are 
more rapid than the rehabilitation efforts, the 
self-limitation of professional energies is indicated 
Specifically, the limiting factors are 1) Medical 
complications such as acute heart failure, intra- 
cranial bleeding, malignancy and severe hyperten- 
sion 2) Senility, that is, the physiologic process 
is more important than the chronological age 
Hence an_ eighty-year-old amputee in good phys- 
ical and mental vigor might be more amenable to 
rehabilitation with a prosthesis than a fifty-year- 
old who has had deterioration of the brain. (3 
Loss of learning. This would be in the receptive 
as well as in the expressive senses, that is, they do 
not remember instructions and technical demon- 


strations +) Motivation (both internal and ex- 
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ternal). The former must be mobilized or stim- 
ulated by external motivation. To obtain maxi- 
mum motivation, the patient must shift his aware- 
ness from disability to his current assets. The re- 
maining musculature, the intellectual capacity, the 
interpersonal relations, and associated attributes 
are the things on which his attention must be cen- 
tered, rather than his disability. This means a 
combination of effort on the part of the physi- 
cian, the therapist, the family and friends. The 
family physician probably becomes the greatest re- 
habilitation expert by virtue of his association with 


the family problems and the patient’s personality 


Objectives in Rehabilitation 


The certain arbitrary grades developed to pro- 
vide a happy and useful life within the limits of 
the disabilities and capabilities of the older per- 
sons are”: 1) Perform ADL (activities of daily 
living) and return to the former vocation. (2 
Perform activities of daily living, but he cannot 
return to his former occupation; he requires vo- 
cational retraining. 3) He can perform activ- 
ities of daily living in a slow and labored manner, 
due to the lack of speed and coordination of the 
extremities. He is limited to working in a sheltered 
work shop or in a special situation. +) He is 
able to perform self-care, ambulate, is unable to 
use extremities in elevation, such as curbs, ramps, 
or public conveyances. He is homebound unless 
he has special transportation provided. (5) He 
can perform most self-care, ambulate in the hos- 
pital or in the home, but is unable to carry on 
elevation activities. (6) He is able to provide 
only self-care to a limited degree either in bed 


or on a chair. 

With the outline of the limitations and the ob- 
jectives in rehabilitation medicine, we are then 
prepared to discuss the individual diseases. The 
following discussions will apply specifically to the 
problems created most commonly in the geriatric 
patient, and the efforts made to correct or modify 


the functional problems therein. 


Inefficiency of Respiration—Hypoxia 
Habitual under-ventilation of the lungs can 
exist in older people because of the aging mus- 
culature, and the lack of stimulation of the cen- 
tral nervous system through proper oxygenation. 
There is considerable physiologic evidence that the 
vital capacity responds dramatically to breathing 
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exercises, and there is marked improvement in the 
general condition and attitude of an aged in- 


dividual 


Physical activity in the human being is of two 
types with reference to oxygen requirements. In 
the first type, rapid exertion such as is associated 
with physical competition in sports, and in violent 
exertion associated with saving the life, there is 
only scanty oxygen provided for this tremendous 
chemical process of muscle contraction. Most 
activity is on an anaerobic basis, and occurs as a 
result of the chemical and tissue enzyme system 
which is inherent in all muscle activity This is 
only a rapid and temporary process lasting for a 
few minutes, and uses up especially stored energy 
in a manner similar to a rocket using its special 
fuel without the interaction of oxygen in the air. 

Second, there is a type of oxygen activity as- 
sociated with regular work, that is aerobic activ- 
ity. Most of our physical activities fall in_ this 
category, and require an adequate amount of oxy- 
gen to be functional. This means the ordinary 
respiratory process of bringing the air into the 
alveoli of the lungs, having the gaseous inter- 
change at the capillary level, the dissolving of the 
oxygen into the blood stream by means of hemo- 
elobin, and the release of the carbon dioxide into 
the alveolar spaces. The mechanism is both 
endogenous and exogenous involving musculature 
activity associated with the respiratory muscles, 
and pH stimulation of the central respiratory 
regulating mechanism in the medulla. It is in 
this type of oxygenation that the older person fails, 
because of a primary lack of adequate physical 
effort in inspiring, and the secondary lack of oxy- 
genation of the medulla. This results in a lower- 
ing of the stimulation peripherally affecting the 


secondary muscles of respiration. 


All body tissues are susceptible to hypoxta. In 
order of susceptibility may be listed the brain with 
its frontal lobes, pyramidal cells and the premotor 
cortex, the medulla with its vital centers, the 
spinal cord, the important visceral organs such as 
the heart and its myocardium, the pulmonary tis- 
sue, and the endocrine glands, especially the 
adrenals and pituitary. The secondary effect of 
this hypoxia in the frontal lobes is to reduce the 
effectiveness of those characteristics associated with 
the civilized mind, that is, the loss of memory, 
reversion to an infantile pattern, becoming psy- 
chotic, becoming senile and the like. When the 
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pyramidal cells are affected in the premotor cor- 
tex, both the inhibitory and facilitory mechan- 
isms are impaired, with resulting spasticities, lack 
of coordination, and absence of normal muscular 
characteristic of the averagt 


activity person 


Medullary effects result in diminution of sen- 


] 
| 


sitivity of the respiratory center with its associated 
hypoxia. When the spinal cord is affected, th 
internuncial cell pool fails to function on an auto- 
matic basis, and many of the automatic spinal 
reflexes are impaired This may be associated 
with frontal lobe involvement For this reason, so 
many older people are subjected to fatalities si 
characteristic in crossing streets in traffic Affe 
tion of the pulmonary and cardiac tissues by 
hypoxia results in_ the associated development of 


emphysema 


What iw the basis for hypoxta in the 
is a well-known finding that a_ patient 
supine position has a reduction of th 
capacity by as much as 10 per cent. For many 
reasons, this same type of vital capacity occurs in 
the aged in the upright position. Many types of 
pulmonary ventilation studies have been carried 
out, such as those by Starr® (the anoxemia test as 
sociated with the electrocardiographic changes 
and the exercise tolerance test. None of these 
have proved useful in our particular studies. We 
have found that the study of the vital capacity, 
the ventilatory index, the maximum breathing 
capacity, and a breathing reserve have given us 
the greatest amount of information. We _ have 
confined our studies in this respect to the vital 
capacity by the Bennett respiration ventilation 
meter.” In this manner, we can check the vital 
capacity as well as the minute volume of respira- 
tion for any normal quiet breathing. The average 
finding has been that older patients have ap 
proximately 50 to 70 per cent of the vital capacity 
expected from the normal. Hence, these patients 
are already at their maximal breathing ability and 
any functional demands placed upon them would 
add an acute to chronic hypoxia. This simply 
means that the average old person sitting in a 
rocking chair or walking around the house is at 
his maximum respiratory ability. Any functional 
demand such as climbing stairs, crossing the street 
under duress, driving an automobile, would add 
this acute hypoxia to an already chronic hypoxia, 
with its associated detrimental effects in nerve tis- 
sue and viscera as already described. 
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In prescribing a routine of treatment, we find 
that the breathing exercises are the most satisfac- 
tory method of approaching this problem. The 
exercises are simple, they are based on physiologic 
study, and they affect primarily the tissues in- 
volved in the breathing mechanism. We determine 
simply if the insufficiency is in the inspiratory or 
the expiratory effort. This may be due to an ab- 
dominal spasticity or atony, or may be due to a 
disproportionate movement of the two halves of 
the thorax Therefore, in developing the exercise 


program, the efforts are directed toward the 


maximal excursion of the rib cage, and improve- 
ment in diaphragmatic function; these are in- 
corporated into the daily activities of the older 
person.” In the mor technical phases, mechan- 
ical devices such as intermittent positive pressure 
breathing have bee n used Their value is still to 
be proved over the simple methods used for train- 
ing patients in proper breathing hygiene. They 
are useful in hospitals, but not necessarily in the 
home or in the physician’s office 

(Therefore, we may say that in a patient re- 
quiring physical rehabilitation, it is just as im- 
portant to improve the pulmonary function by 
specific retraining, which in turn produces greater 
xercise tolerance. Improvement in the psychic 
function (such as is indicative of the internal 
oxygenation) is indicated by the improved out- 
look on the physical condition, the spontaneous 
cheerfulness, the greater emotional stability, the 
increased attention span, and the increased moti- 
vation for self-help. In any total rehabilitation 
program, whether the problem is hemiplegia, am- 
putation, arthritis, or a fracture, it is inherent to 
include the breathing exercise program in the 


total management of the individual. 


Degenerative Joint Disease 


The objectives of treatment can be alluded to 
as: (1) the relief of symptoms and (2) elimina- 
tion of factors leading to further joint damage. 
The most usual symptoms present are those of 


pain, due to fibrous tissue, elevation of the peri- 


osteum and spasm of the muscles. Second, the 


weakness of the joint leads to muscle atrophy, to 
muscle weakness and the limitation of the range of 
motion of the joint. The program of treatment 
is for relief of symptoms of pain and weakness, to 
increase the range of motion where possible, place 
the patient on a reducing diet, and utilize what- 


ever accessory measures are useful. These may 
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consist of shoe correction, corsets, various types of 
braces, canes, crutches, and even properly pre- 
scribed wheel chairs. In the latter instance, a 
properly designed wheel chair would consist of 
eight-inch casters, a regular adult size chair with 
large wheels of 24 to 28 in., brakes where needed, 
swingaway foot rests, posterior heel supports, re- 
movable desk arms, a zippered or removable back, 
and commode attachments, where necessary 
Therefore, a total program requires a_ distinct 
knowledge of mechanics. For purposes of discus- 
sion, osteoarthritis of the hip will be the primary 
disease presented under degenerative joint dis 
ease. 

Chronic arthritis of the weight-bearing joints 
produces changes in the entire body mechanism. 
and results in musculo-skeletal inadequacy and 
failure. Since there is no specific etiologic agent 
responsible, there is no specific treatment for 
osteoarthritis, Hence the only approach to this 
problem can be on a basis of rehabilitative med- 
ical treatment. Not only is the goal to eliminate 
pain and restore careful function of the joints. 
but also to correct the disturbed body mechanisms 
and alignment. Surgical failures in osteoarthritis 
of the hip are common and may be due to the 
failure to correct the associated body alignment, 
especially the static condition of the lower spine 
and pelvis. Since the tissues do not compensat 
postoperatively for the changes that have occurred 
in hip joint surgery, more rather than less pain is 
produced. Secondary effects of spasm, muscle 
ischemia, and disturbed posture and alignment 


result 


Many types of operations have been performed: 
1) fusion of the joint, (2) subtrochanteric o1 
intertrochanteri 


osteotomy, (3 arthroplasty 


whether it be cup or otherwise, (4) the prosthetic 
appliance, whether it be the acrylic Or the metal 
implantation, (5) obdurator neurectomy and (6 
total capsulectomy. All tend to fail because as- 
sociated parts of the skeleton in the arthritic 
process are not made to compensate for the sure- 
ically-induced joint changes 

In the study of the pathologic physiology, the 
deformity that is produced is mainly related to 
etiologic factors. It is characterized both by 
subluxation and contracture. When the subluxa- 
tion occurs, there is a riding high of the trochante1 
This interferes with gluteus medius and iliopsoas 
function, and produces elevation of the pelvis 


When a contracture occurs, it involves the flexors 
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and extensors, the rotators and adductor muscles 
of the hip. The clinical picture 1s a positioning 
of the leg similar to that of hip fracture. Th 
second major change occurring in the pathologic 
physiology is that of venous congestion and edema 
This results primarily from the poor oxygenation 
of blood, slowing of circulation and hemoconcen- 
tration eventually resulting in phlebostenosis, then 
producing multiple thrombi. The end result is the 
narrowing of the acetabular cavity and osteo 
phytes When surgical procedures are carried out 
to remove these foreign bodies. the major problen 
is still present in the hip joint and its associated 
A third factor 


in pathologic physiology is the synovial fluid. Its 


mechanical alignment in the body. 


origin is not within the scope of this discussion 
Suffice to say, muscular activity produces an ac- 
celeration of joint lubrication and nutrition. This 
is most evident when extensive joint function 1s 
prevented by arthritic changes resulting in the de- 
velopment ot an insidious process ot deterioration 
How well we know the reaction of the older per- 
son who first arises in the morning with his stiff 
and jelled joints. When functional activity occurs, 
such as ambulation, finger movements, and joint 
motion, an ease and smoothness of coordinate ac- 
tion is evident. Perhaps activity is as important in 
formation of the synovial fluid (which acts as a 
lubricant) as is the actual production of the fluid 
itself 

Observation of the weight-bearing mechanism 
in the older person demonstrates changes charac- 
teristic of the degenerative mechanism. After the 
age of fifty, the act of elevation of the pelvis above 


The head 


of the femur becomes more deeply inserted into 


the horizontal becomes more difficult 


the socket during nonweight-bearing In the 
younger person the head of the femur is deeply 
inserted into the acetabulum during physical ac- 
tivity and is outside by two-thirds of its circum- 
ference during nonweight-bearing. In the older 
person, when the femur becomes deeply inserted, 
the functional activity produces a wear and tear 
which is characteristic of flattening of the head, 
shallowing of the acetabulum, and formation of 


the intrarticular osteophytes 


Conservative management of this’ particular 
type of condition is by means of bed rest and a 
laceable elastic brace. The antigravity position 
has produced no ill effects, such as pulmonary 


congestion or cardiac weakness. 
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Elevation of the foot of the bed is kept pet 


manently at 3 to 6 inches. Positioning serves to 
correct the lumbar lordosis. The antigravity ef 
fect results in a reduction of venous congestion 
and edema. In many of the aged with clinical 
syndromes resembling root compression, the bed 
rest serves to reduce the venous congestion and 
edema at the intervertebral foramina. Lamire: 
tomy performed on this type of patient on th 
basis of erroneous clinical diagnosis results or 
in momentary relief: recurrence of sciatic pain 
even more intense on resumption of physical acti 
ity Myelography frequently reveals disc bulgins 
0 | extra-articular ce formities. and further leads to 
laminectomy Electromyography, properly con 
ducted, fails to reveal root compression, and can 
save unnecessary surgery Additional measures 
require the use of bed boards to firm the mattress 
Under the direction of the physiatrist, carefully 
supervised exercises are performed in the pron 
and supine positions The se consist ot flexion and 
extension, abduction and adduction, internal and 
external rotation at the hip joint: assistance, free 
or resistance may be added. All activity is pre- 
ceded by local heating, either in the form of 
radiant heat lamps, hot packs, deep tissue heatin: 
or ultrasound. Bed rest is enforced for ten to 
fourteen days 

An elastic laceable brace is constructed to be at- 
tached to the body, and encasing the involved 
side. This brace resembles a regular lumbro- 
sacral corset, and contains an extensor and flexor 
strap. The latter serves to reinforce the weak 
iliopsoas muscle ‘I he purpose of the elastic ap- 
pliance is to reduce edema around the joint by 
pressure, to help eliminate venous congestion by 
applying a continuous mild massage, to add to the 
streneth of the degenerated fascia, to force th 
joint to carry out its function in the plane of 
locomotion, and to give an incentive to a co- 
ordinated muscle contraction through resistance 
by means of the gluteal strap.® Corrective ortho- 
pedic shoes with arch supports and medial on 
lateral elevation, Thomas heels, et cetera. should 


be fitted 


Hemiplegia 


The stroke is the most common occurring dis- 
abling disease of senescence, affecting approximate- 
ly 1.25 million old people annually. However. 90 
per cent of these individuals are able to develop 


a pattern of ambulation, self-care and continenc« 


Jung, 1958 


GERIATRICS—NEWMAN 


The most important approach to these individuals 


is in a proper evaluation of the physical disability, 


the emotional status, the abilitv of learning and of 


motivation 


The objectives in any program are to prevent 
deformity, treat deformity when it does occur, re- 
train in ambulation and elevation, retrain in terms 
of activities of daily living, and working with both 
the affected and unaffected side, retrain the af- 
fected side to the maximum of its functional 
capacity, and to utilize speech retraining Che 
problem of vocational training is not usual in in- 
dividuals in the older age group. Reference to de- 
tailed treatment of he miplegia by Newman at al 
in the JOURNAL OF THE MICHIGAN STATE MEDICAI 


Society, 1949, is availabk Suffice to savy. the 


] 


program 1S divided in iwo major spheres: ! 


the acute phase whi s mainly medical, occur- 
ring in the hospital and (2) the rehabilitation 
phase which occurs partially in the hospital, but 
mostly in the home, and in the physician’s office 
In the acute phase the most important considera- 
tion is positioning in bed—the shoulders are ab- 
ducted, the elbows are extended, and the wrists 
and fingers are extended. In the lower extremities, 
one should prevent the marked external rotation 
and flexion of the hip, the flexion of the knee, 
and the foot drop. In the rehabilitation phase all 
measures of physical therapy consisting of muscle 
re-education, strengthening, gait training, ambula- 
tion, and elevation activities are utilized. In oc- 
cupational therapy, functional re-education is util- 
ized, which includes the fine and gross coordina- 
tion, muscle strengthening and the like. At this 
time, prevocational testing can be carried out to 
determine the individual’s effectiveness for the 
future. Most physiologic techniques for muscle 
reduction are used: Reinforcement methods, and 
afferent proprioception utilizing the Sherrington 
pattern of gravity and antigravity muscles will be 


described in a future communication 


In terms of appliances, bracing should be early 
to permit ambulation. The usual short leg double 
bar upright brace with a posterior 90 degree stop, 
as in the Klenzak joint, is most commonly used. 
Occasionally, a double bar upright brace with the 
pelvic band aids the patient with a weak quad- 
riceps. More elaborate bracing is never needed in 
a hemiplegia. Following parallel bar training, the 
simple pattern of reciprocal ambulation can be 
carried out by using two kitchen chairs. In our 


own clinical setup, the close cooperation of the 
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Office of Vocational Rehabilitation and the De- 
troit League for the Handicapped permits early 
vocational testing and the institution of training 
program. It is not uncommon for these hemi- 
plegic individuals to recover sufficiently for re- 


turning to useful and usual employment. 


In the treatment of the older age amputee, con- 
sideration is given to any increase in functional 
capacity by use of a prosthesis. Upper extremity 
prostheses are usually not suggested nor indicated 
in these individuals. BK devices are almost uni- 
versally used in the aged. Suction socket pros- 
theses for above the knee amputation are pre- 
ferred to the conventional types with pelvic bands 
The effect of the suction socket improves rather 
than deters the limited circulation in this type of 
a stump. It is much easier to teach the suction 
socket patient ambulation, and better walking 
habits are quickly established. 

Experience has proved that over 80 per cent of 
all rehabilitation procedures may be carried out 
by the family physician, or the physiatrist respon- 
sible for the patient’s primary medical care. In 
the latter instance, the internist who usually sees 
these patients can help develop the rehabilitation 
procedure as an integral part of the total medical 
care. Specialized centers can care for the severely 
disabled, and would represent only 15 per cent of 
total rehabilitation effort. 

While rehabilitation is an integral part of 
geriatrics, the treatment of disability in terms of 
the patient must never be forgotten. The patient 
needs the human touch and the inspiration of his 
personal physician or medical advisor. The moti- 
vation many times comes from this source alone. 
The family physician with the thorough knowl- 


edge of his patient, his nutritional background, his 


environment, his previous economic responsibil- 
ities, is the foundation upon which a successful 
rehabilitation program can be developed. Medical 
care does not become complete until the patient 
has been trained to live and to work with what 
he has left. “Rehabilitation is every physician’s 
business, not merely that of the specialist in phys- 
ical medicine and rehabilitation, but of the physi- 


cian in general.” 


References 


1. Barach, A. L., Beek, G. J., and Smith, W. H 
Principles and technic of operation of Exsufflator 


? 


Ann. Prect. and Digest Treatment, 3:733 (Sept.) 


1952. 
2. Bower, A. G., Bennett, V. R., Dillon. J. B., and 
Axelrod, G.: Investigation on care and treatment 


of poliomyelitis patients. Ann. West. Med. and 
Surg., 4:561 (Oct.) 1950. 

3. Cohen, W. J.: Economics, employment and wel- 
fare. Tr. 14th Conf. Prob. Aging. New York: 
Josiah Macy, Jr. Foundation, 1952 

4. Dasco, M. M.: Clinical problems in geriatric re- 
habilitation. Geriatrics, 8:179 (April) 1953. 

». Electromyography. Clinical application. Bull. of 
Sinai Hosp. of Detroit, 4:35 (June) 1956 

6. Farkas, A.: Rehabilitation in coxa malum senilis 
Geriatrics, 8:204 (April) 1953 
Fenn, W. O., Mornmaerts, W. F. H. M., Weber, 
Anna, Nachmansohn, D., Bennett, H. S., Harman, 
J. W., Ling, G.: A Symposium. Recent advances 
in basic muscle chemistry, physiology and phar- 
macology. Proc. 3rd Med. Conf. of Muscular Dys- 
trophy Assn. of Am., Inc., New York, pp. 8-89, 
1954. 

8. Gordon, B.: Recent advances in the study and 
treatment of emphysema Geriatrics, 10:397 
(Sept 1955 

9. Gullickson, Jr. G., Kattke, F. J.: Retraining the 
disabled older person for purposeful living. Geri- 
atrics, 11:477 (Nov.) 1956 

10. Roberts, D. W.: The over-all picture of long term 
illness. J. Chron. Dis., 1:149, 1955. 

11. Stieglitz, E. J.: The relation of gerontology to 
clinical medicine. Tr. 12th Conf. on Problems of 
Aging. New York: Josiah Macy, Jr. Foundation, 
1951 


16861 Wyoming Ave. 
Detroit 21, Michigan 





CONTROL OF STAPHYLOCOCCUS INFECTIONS 


(Continued from Page 855) 


5. Byrne, J. J., and Okeke, N. E.: Am. J. Surg., 
94: (Sept.) 1957 

6. Farquharison, C. D., Penny, S. F., Edwards, H. E., 

and Barr, E.: The control of staphylococcal skin 

infection in the nursery. Canad. M. A. J., 67:247- 

249, 1952. 

Jellard, J.: Umbilical cord as a reservoir of infec- 

tion in a maternity hospital, Brit. M. J. (April 

20) 1957. 

8. Pennoyer, M. M., Sullivan, M. P.: Skin care of 
the newborn infant. J. Pediat., 44: 258-263, 1954. 

9. Ravenholt, R. T., Wright, P.. Mulhern, M.: Epid- 


864 


~ 


emiology and prevention of nursery-derived sta- 
phylococcal disease. New England J. Med. (Oct 
24) 1957. 

10. Shaffer, T., Baldwin, J. N., Rheins, M. S., and 
Sylvester, R. E., Jr.: Staphylococcal infections in 
newborn infants. Pediatrics (Nov.) 1956. 

11. Smith, M. H. D.: Bacterial pathogens of the res- 
piratory tract of the newborn infants. Pediat. Clin. 
North America (Feb.) 1957. 

12. Winder, P. W.: The prevention of impetigo neo- 
natorum by use of bacteriophage. Am. J. Obst. & 
Gynec., 28:914 (Dec.) 1934. 


IMSMS 











Half of Michigan's Citizens 
Now Subscribe to Blue Shield 


The circumstances surrounding Blue Shield’s birth 
two decades ago are well known to most of us, and 
even though there has been little change in the 
plan’s scope or purpose since that day, the public 
has been well served for those twenty years by Blue 
Shield and its sponsor, the medical profession. 

In the past year, however, aware of new demands 
being made by changing socio-economic conditions, 
the Michigan State Medical Society (1) has re- 
surveyed the needs and wants of the public and 
profession; (2) has formulated from the results of 
that survey a statement of principles, setting forth 
the concept of and the criteria for prepayment-type 
plans; (3) has endorsed therewith a new Blue Shield 
contract and solicited participation of physicians 
with MSMS for Blue Shield; and (4) has set up 
special “review” committees to assure a continual 
modernization of Blue Shield. 

This has been a studied effort. Thousands and 
thousands of both dollars and man-hours have gone 
into this forward march of progress. 

Now is the time to say “Thank You” to those 
many dedicated members who have sacrificed time 
from their practice and given up their treasured 
moments of leisure, in order that we—you and I and 
the people of Michigan—may continue to have pre- 
paid medical care plans serve us better. 

Words are nice but the best way we can say 
“Thank You” is to support and to participate in 
the plan they have evolved. Imperfections in the 
contract? Certainly, it’s the result of human hands. 
But it’s the best there is—here, or any place else 
in the nation. 


Let’s make it go—-FORWARD. 


Ox, Le 


President, Michigan State Medical Society 
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Chicago, Illinois 
May 2, 1949 
Wilfrid Haughey, M.D., Editor 
JouRNAL OF MICHIGAN StaTE MEDICAL SOCIETY 
Battle Creek, Michigan 
Dear Doctor Haughey: 

The devotion of this issue of THE JoURNAL OF 
THE MICHIGAN STATE MEDICAL Society to the 
affairs of Michigan Medical Service indicates a 
realization of the relationship between Blue Shield 
and the practice of medicine. The time is past, 
if indeed it ever existed, when the responsibility 
of the physician is limited to providing medical 
care. He must now offer a solution for the eco- 
nomic problems of medical care. He alone can do 
this without revolutionizing the pattern of medi- 
cal practice which has brought the world capital 
of medicine to the United States 

In this evolution of medical thought, Michigan 
has been in the forefront. This is why Michigan 
Medical Service was the first Blue Shield Plan 
to reach an enrollment of a million members, and 
why it is regarded as a keystone of the entire 
Blue Shield structure. 

With admiration for both the Michigan State 
Medical Society and Michigan Medical Service, I 
am 

Most sincerely, 

Paut R. Hawtey, M.D 
Chief Executive Officer 
Blue Cross-Blue Shield 
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TENTH ANNIVERSARY 


This number of THE JouRNAL oF THE MICHI- 
GAN STATE Mepicat Sociery is for the tenth time 
devoted and dedicated to Michigan Medical Serv- 
ice. This issue will contain messages and reports, 
statements, economic and financial analyses suffi- 
cient to give our membership an accurate and 
comprehensive understanding of what Michigan 
Medical Service is, what it has done and what. 
through the recent action of the Michigan State 
Medical Society, it proposes to do in administer- 
ing the present programs and instituting the new 
comprehensive plan adopted by the House of 
Delegates at the meeting -in September. At 
that time, there was a completely new statement 
of principles, ambitions and intentions guaranteed 
to the public. Medical services were outlined 
and remodelled to make the new Michigan Med- 
ical Service comprehensive program as completely 
expressive of the wishes of our public and of the 
Society as it was possible to do. 

June, 1949, was an especially appropriate time 
to institute this policy of devoting a particular 
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number of THE JourNAL to Michigan Medical 
Service. It had been a year of tremendous 
achievement. 

From March 29 to April 1, 1948, the Blue Cross- 
Blue Shield administrative boards, including the 
membership as well as the administrative officers, 
had held the first joint meeting of the two commis- 
sions in Los Angeles. The two groups had dis- 
cussed and settled upon the policies and had dem- 
onstrated the national appeal of the new concept 
of pre-paid medical care. Almost every month 
during that period from April, 1948, to June, 
1949, there had been special items, accomplish- 
ments, and editorial comments which merited men- 
tion in THE JouRNAL. Michigan Medical Service 
at one time had been over half a million dollars 
in the red and had prorated the payments to its 
members for a short period. Adjustment of rates 
and the installation of a $5,000 income level con- 
tract, together with the rapid increase in member- 
ship. had proven most satisfactory. All indebt- 
edness had been wiped out and a surplus estab- 
lished. The prorata had long since been repaid 
and Michigan Medical Service had reached one 
million membership. 

The cover of this particular number of THe 
JouRNAL represented Major Gen. Paul R. Hawley 
national executive of both Blue Cross and Blue 
Shield Commissions, presenting a complimentary 
plaque to Robert L. Novy, M.D., President of 
Michigan Medical Service, with Howard Schriver, 
M.D., of Cincinnati, the National Blue Shield 
Commission President, and Jay Ketchum, the Ex- 
ecutive Director of Michigan Medical Service as 
witnesses, 

The June number of THE JourNAL has been ded- 
icated to Michigan Medical Service each year since 
this original number in 1949, and this present issue 
is number ten. Instead of being dedicated to the 
acquisition of one million members and a very 
laudable financial and economic condition (Mich- 
igan Medical Service now has 3.75 million mem- 
bers which is a significant increase), this issue is 
dedicated to the nation’s first completely mod- 
ernized and fully comprehensive offering of pre- 
paid medical service developed from the principles 
expressed unanimously by the House of Delegates 
in September. Certain policies, rates, principles 
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and programs have ben prepared and submitted 
to the insurance commissioner. As soon as he 
has approved the final figures determined on listed 
item coverage, the exact rates to be paid to the 
doctors and the cost to the patient will be avail- 
able in published form. Under the new compre- 
hensive program, a basic policy is offered which 
may be modified by subscriber groups to covet 
any conceivable desires which those groups may 
intimate. 

Michigan Medical Service has always been an 
expression and an entity of the Michigan Stat 
Medical Society, the same as any other committes 
or designated group, as the Council, the scien 
tific sections, committees and personnel, all work- 
ing together to establish the one unit. The Michi- 
gan State Medical Society includes all branches 
of the profession This must be so because the 
profession practicing under the Hippocratic oath 
has a duty to make available and render to our 
public the very best medical and surgical atten- 
tion possible Groups must be governed by a 
properly organized administrative body Phe 
Michigan State Medical Society is the governing 
group. It in ludes every member of each county 
medical society, the county societies being com- 
ponents of the State Society, governed by the 
House of Delegates which is elected by the coun- 
ties. The House ol Delegates has set up a Coun- 
cil to act in its stead and in the interim between 
its regular and special meetings. The members of 
this Council are elected by the House of Dele- 
gates and are responsible to them. In this way, 
the socio-economic problems of the Society have 
lone demanded and received special attention 

In the decade of the thirties, the problem of 
obtaining voluntary medical care became so enor- 
mous. so overwhelming, but so absolutely de- 
manding, that the House of Delegates through its 
various committees and by delegation of authority 
created Michigan Medical Service, a corporation 
under the laws of the State of Michigan. Michi- 
ean Medical Service was delegated to accomplish 
certain specified acts and was responsible to the 
House of Delegates and the will of the profes- 
sion. The Board of Directors, the governing bodv 
of Michigan Medical Service, consists of a certain 
designated proportion who must be doctors of 
medicine: others representing the public and the 
hospital association. These delegates are all 
elected by the House of Delegates sitting as the 
membership of Michigan Medical Service. Mich- 
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igan Medical Service is just as integral a part of 
the Michigan State Medical Society as The Coun- 
cil; in fact, the two bodies are very much inter- 


twined by overlapping membership 


THE BEGINNINGS 

The Blue Shield program in Michigan was the 
outgrowth of many years of study by many com- 
mittees in various places The economic and 
socio-medical problems, including our extended 
depression, were much more demanding than the 


Some of the 
older members of the Society will remember con- 


purely medical care of our patients 


ditions as they were Fully 60 per cent of the 
present practicing physicians in Michigan have no 


personal knowledge, and many of them no con- 


ception of the situation which faced the profes- 


sion in the thirties. Only a small percentage of 
the population were working, and they at much 
reduced wages. Some of the economically minded 
members conceived the idea that if people could 
pay for their medical services like insurance, con- 
ditions might be better 

The Michigan State Medical Society had ap- 
pointed a “Committee on Survey of Medical Serv- 
ices and Health Agencies” at the September meet- 
ing in 1931, and an extended report was made 
at the annual session in 193 This report was 
accepted, but the proposed “Mutual Health Serv- 
ice” which was recommended lost by one vote 
The Society had expended $20,000. The State 
Society “Committee on the Costs of Medical Care” 
continued work, and active progress was made 
in other areas 

A Battle Creek Academy of Medicine and Den- 
tistry had been established in 1933 and was in 


operation, dealing on all 


\] financial matters with the 
city and county—1in fact with four official relief 
departments. The Academy, at its annual meet- 
ing December 10, 1934, among the reports from 


the President, stated: 


“Regarding the set-up for Mutual Health Service. a 
committee was appointed to study the plan The 
Academy was selected as the unit to first conduct an 
experimental test of the proposed project. It is now 
held in abeyance awaiting proposed legislation on the 


subject of health service insurance.” 


(The group had expected to establish the pro- 
gram July 1, 1934, but was stopped by information 
from MSMS headquarters as to proposed legis- 
lation. At that meeting, Mr. Victor Blaine, 
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County Relief Administrator, introduced Dr. Wil- 
liam Haver, University of Michigan Professor of 
Economics and State Relief Administrator, who 
spoke about the “Michigan Relief Problem.” He 
said: 

“Approximately 210,000 families or approximately 


830,000 people are on relief in Michigan 
tutes 17% of the total population 


This consti- 
These people are 
located throughout the entire state. Six counties have 


over 40% of their population on relief, thirteen counties 


ac 


with from 25% to 40% on relief, and ten counties with 


less than 10% Thirty-two per cent of the people on 
relief are skilled or professional people, and 68% are 


unskilled laborers.’ 


Michigan Medical Service and Blue Shield pro- 
grams were established primarily for the relief and 
care of the lower income groups of people. The 
schedule was set at $2,500 per year income, which 
at the time included 85 per cent of all employed 
people in the state. Many of our doctors have 
suggested that we should never have stepped be- 
yond that concept of care and should have re- 
fused to insure or to accept people with over the 
income limit. Such was the original intention, 
but the sales problem and the difficulty of deter- 


mining the income limit very soon changed that 


In the newest comprehensive program which 
is now being constructed, that $2,500 income lim- 
it is being preserved because at the very latest fig- 
ures, 22 per cent of the employed people of the 
The be- 


ginnings of Michigan Medical Service and the oth- 


state are still within that income limit 


er Blue Shield programs were in the desperate at- 
tempt to find a means by which the patients, the 
public, could secure medical care and could pay for 
it at a reasonable rate. That policy is still activat- 
ed, and for those of this group the program is still 
one of a need for relief services. Such is the 
need and the reason why participating doctors 


are necessary to care for the under income groups 
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TQuoted from the Bulletin of the Calhoun Count) 
Medical Society, January 8, 1935 
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STAPHYLOCOCCAL INFECTIONS 
IN INFANTS 


(Continued from Page 852) 


organisms can be minimized by careful wash- 
ing of the entire body with liquid detergent con- 
taining 3 per cent hexachloraphene. Scrupulous 
attention to cleanliness of the hands, particularly 
under the nails, and of the skin around the nasal 
orfices is also important to prevent spread of 
infection from infected mucous membranes o1 


from open lesions 


Summary 


Staphylococcal infections in young infants, par- 
ticularly in the early stages of an epidemic, may 
be so mild that the true nature is not suspected 

Often there is a prolonged latent period be- 
tween colonization of skin and mucous mem- 
branes by staphylococci and the clinical manifesta- 
tions of diseasé Thus the possibility ol hospital- 
acquired infections should always be considered 
in pyogenic infections of infants. 

When there is a possibility of hospital origin of 
infection, penicillin is not the drug of choice for 
treatment. Effective antimicrobial treatment of 
staphylococcal infections depends upon culture 
and_ antibiotic-sensitivity characteristics of the 


strain isolated from lesions 


ANNUAL MEETING TO BE FEATURED 
IN GRAND ROUNDS TELECAST 


4 90-minute closed circuit television program ema- 
nating from the AMA’s annual convention in San Fran 
cisco will be transmitted to physician audiences gathered 
in Boston, Chicago, Cleveland, Kalamazoo, Philadelphia, 
New York and Syracuse. The program will be pre- 
sented Wednesday, June 25, from 6:00 p.m. to 7:30 
p.m., PDT, by the Upjohn Company in co-operation 
with the American Medical Association Physicians at- 
tending the convention will be able to view this program 
in the Civic Auditorium area 

The first thirty miuutes of the telecast will be devoted 
to a report on outstanding highlights of the scientific 
meeting, including excerpts from some of the papers 
and a brief tour of the Scientific Exhibit The re- 
maining sixty minutes will be in the form of a Grand 
Rounds clinical session on the subject of diabetes. This 
portion of the program will originate from the Uni- 
versity of California School of Medicine under the 
chairmanship of Dr. Peter H. Forsham, professor of 
medicine. Patients illustrating some of the common 
problems encountered in diabetes will be presented 
Attention also will be given to recent progress in the 
management of the diabetic patient and the role of 
oral hypoglycemic agents, their proper use and _ the 
details of their clinical application 
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Michigan Blue Shield 


Past, Present and Future 


L. FERNALD FOSTER, Ph.B., M.D., President 


Part I—Beginnings 


Like most history-making movements, there’s no 
precise date to set as the beginning of voluntary 
medical prepayment. There is just no way to say: 
“This is the day voluntary prepayment began.” 

You could say March 1, 1940, when Michigan 
Blue Shield opened its doors to begin initial en- 
rollment of the pioneer plan for medical prepay- 
ment that was directed and underwritten by the 
Michigan State Medical Society and the doctors 
of Michigan, 

You could say it, but it isn’t the actual fact. It 
is a misleading date. Like all so-called historical 
dates. it does not truly tell the story 

It is not in any real sense the date at whi h to 
begin the story of voluntary prepayment. By and 
large, specific dates like this are only convenient 
pegs on which to hang history. To use March 1 
1940. as the arbitrary date for the beginning of 
voluntary medical prepayment is like beginning 
the story of World War I with June 18, 1914, the 
date on which Archduke Ferdinand of Austria was 
assassinated at Sarajevo 

World War I did start in the physical sens 
on that day. Voluntary prepayment in Michigan 
started in the physical sense on March 1, 

But the cause d’etre—-the reason for it 
cases stretched back historically many years 

In neither case Was there a dav and a montl 
and a year. Voluntary prepayment like the basi 
causes of World War I, or any other historical 
event of so broad a scope, stemmed from many 
sources and extended over a long period of tim 

Plain fact of the matter is that the stirrings of 
medical thought that eventually culminated in a 
Pe 


i 


positive prepayment program in Michigan B 
Shield in March of 1940, began away back in the 
late 1920's. 

The first glimmerings of the need for a ne 
approach to medical economics began in that era 
of the 1920’s which marked the beginning of 
tremendous advances in medical science. Thes 
advances were necessarily sending the cost o 
medical care up. 

The doctor was finding at his disposal more and 
better methods of treatment and diagnosis for more 
and more diseases. But these meant of necessity 
greater cost to the patient. 

A study of medical history shows that the Michi 
gan State Medical Society was among the first to 
recognize that this was the nub of a growing 
problem. At a time when this was a cloud in the 
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medical horizon “no bigger than a man’s hand.” 
MSMS was aware of its eventual implications and 
initiated one of the first real studies of medical 
costs. 

The matter of rising medical costs became much 
more acute by the early 1930’s. The twin impact 
of the necessarily rising cost of adequate, better 
medical care and a depression that saw a sharply 
falling income among practically all families was 
self-evident to Michigan medicine 

More and more people were simply not able to 
pay for medical care out of income, or in most 
cases Out of modest savings already being eaten in- 
to by bare necessities. The doc tor was faced with 


o 


the anomaly of more and better tools to work 
with, but an increasing number of people who 
were unable to pay for the are he could vive 

The political climate had changed rapidly in 
this period of the early 1930’s. The economic and 


i 


( 
j 
1 


social philosophy swung sharply in the direction 
of government paternalism—of necessity in many 
cases, to be fair—but fair or not. it was an in 
escapable fact. This climate lent itself to the 
possible institution of a new type of medical prac- 
tice—a renunciation of all that medicine had stood 
for for centuries. In short, government-financed 
eovernment-directed and government-controlled 
medicine 

This was the fact. The Council of MSMS 
realized that unless medicine itself developed some 
kind of solution for helping the people finance 
their medical care, the traditional private prac- 
tice of medicine and the traditional free patient- 
physician relationship was going to go by the 
boards by default. 

Now there was the instrument of longstanding 
ind tradition—insurance. But commercial insur- 
ance companies at the time would have none of it 
Chey did not want to enter the untried field of 
insuring medical costs. Their reasons? They 
said there was no actuarial data to start from and 
besides medical care did not seem to them like 
They wouldn’t touch insurance 
against the cost of medical care with a 10-foot pole. 

This left medicine only two choices: 

1. Succumb to the rapidly developing plans in 
Congress to nationalize both the financing and 
the administration of medical care. Governmental 
medicine. Socialized medicine. National Health 
care plan. It had a lot of names, but it all added 
up to the same thing. 

2. Come up with a program of their own 
through their own organization—the State Medical 


an insurable item 
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Society. This program would have to preserve 
the private practice of medicine, free choice of 
physician and at the same time provide a means 
whereby the individual could finance the cost of 
his care. 

This, as you can see, was easier said than done. 
To many in the medical profession at the time it 
constituted a “Hobson’s Choice.” In their eyes, 
you were “damned if you did and damned if you 
didn’t.” 

It was an honest and completely logical stand 
that brought forth violent debate within the pro- 
fession. The crux of it was whether medicine had 
any business getting into the field of “business,” 
into economics by underwriting a prepayment pro- 
gram of their own. 

“This,” they argued, “was the field of the com- 
mercial insurance company. Medicine should be 
concerned only with the limits of the profession of 
rendering care.” 

Honest as their contention was, facts have a 
way of making themselves felt and even basic prin- 
ciples must be altered or changed to meet them 
Otherwise, the whole institution upon which they 
are based comes tumbling down about the ears 
of those who will not change. 

Michigan medicine, as events proved, made the 
choice. They made the change that put them 
in “business’—the prepayment business. But, as 
you will see, it was “business” on their terms that 
actually safeguarded the very principles of the 
practice of medicine they desired to preserve 

Very early in the situation the Special Com- 
mittee on Medical Economics of the Michigan 
State Medical Society established the following 
set or principles which would be included in any 
plan developed for a medically-sponsored prepay- 
ment program: 


1. Free choice of physician by the insured 
2. Limitation of benefits to medical services 
3. Control of medical service benefits by the 


profession. 

t. Exclusion of individuals or organizations 
that might engage in health insurance foi 
profit. 


After long consideration, extensive study and 
real soul-searching—these principles were the ones 
on which several years later Michigan Medical 
Service was created in 1939 and went into actual 
operation in 1940. 

Actually, as events later proved, the decision of 
the Michigan State Medical Society and Michi- 
gan’s doctors to enter this unchartered field of 
medical prepayment was the only sound decision 
that could have been made. 

For by doing it themselves, by creating the 
ground rules and maintaining control of the pro- 
gram, medicine was able to control the standards 
of care—to see that prepayment in no way affected 
the quality of medical practice nor its administra- 
tion. 
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In looking back, the doctors, by taking the bull 
by the horns, by going ahead on their own, avoided 
the pitfalls that turning control over to a lay 
group-—a “business” group if you will—could have 
led to. For no matter how good the intentions, 
there is no denying that in the final analysis only 
the doctors could be in a position to determine 
how best to co-ordinate the best in medical prac- 
tice with a program for financing the cost of 
medical care. 

So you see that March 1, 1940, was by no 
means the starting date for voluntary medical 
prepayment. Michigan Blue Shield was not cre- 
ated in haste and in desperation out of thin ai 
It was, in fact, the result of years of earnest con- 
sideration and study by the best minds in Michi- 
gan Medicine 

But this is important By 1939--the date of 
the birth of Michigan Blue Shield—-medicine had 
reached a crisis that had been building up for 
a decade. The climate was ripe for the govern 
ment stepping in if medicine itself had not been 
prepared to step into the breach at that time with 
its own voluntary prepayment program 

And medicine would have not been able to d 
so if it had not been for the fact that for the 
preceding 10 years medicine had been aware of 
the problem, had come to grips with it and had 
reached certain conclusions through thorough, 
open discussion and laid to rest most of the basic 
objections to medicine’s “getting into the insurance 


business. 

It almost goes without saying that the ten-vear 
period between 1930 and 1940 was the most im- 
portant in terms of preserving the practice of 
medicine as we knew it then and know it today 

Without that ten years of development in 
economic thinking by medicine, it could never 
have come up with a workable voluntary prepay- 
ment program, And if it had not, there would 
have been government medicine of one form 
or another. The facts of the situation were in- 
escapable. 

And it was no accident that Michigan medicin¢ 
came up with its voluntary prepayment program 
at this time of crisis. 

During the 1930’s Medicine, whether it was 
completely aware of it or not at the time, had 
adopted a measure ot social responsibility re- 
sponsibility for making its growing services avail- 
able to the public 
without some effective method of group prepay- 
ment—were beyond the ability of the average 
person to finance. 


These were services which 


It was, as we look back with the perspective of 
time, a new era into which Michigan Medicine 
was leading the profession. It was an era in which 
it became abundantly clear that the doctor's re- 
sponsibility was no longer confined to the pure 
science of treating the patient. 
learning that the doctor 
and retain his historical professional and individual 


Medicine was 
if he were to survive 
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status in a changing social and economic climate 
had to enter the field of medical economics. And 
it was a medical economics that he and his pro- 
fessional organizations had to devise and direct 

Once the necessary step had been taken—once 
the transition was made, there was no turning 
back. The “old days” of professional aloofness 
from matters economic in medicine were gone 
forever 

Medicine was in the field of practical economics 
to say. The measure of whether it was to retain 
the basic structure of the private practice of medi- 
cine was increasingly dependent on Medicine’s 
ability to continue to underwrite and direct 
own prepayment program in such a way that 
would serve the public better than any alternative 
method. 

Such a program had to be dynamic, ever-chang 
ing and developing to meet new needs, new de- 
mands and new problems 


If required and will 


continue to require—-the constant and diligent at 
tention of all in the profession 

One might say that March 1, 1940—the birth 
of medically-sponsored, nonprofit Michigan Blue 
Shield—was in a sense the day of commitment 
this principle that Medicine henceforth must mak 


practical medica] economics their continuous con 


cern 


Part I1I—Growing Pains 
(1940-1950) 


The basic principles which formed the corne1 
stone of Michigan Blue Shield in its debut into 
the field of prepayment 18 years ago remain firm 
today. Benefits, administration, mechanics and 
depth and breadth of coverage have changed con- 
siderably, but the key principles of service benefits 
nonprofit Operation, community-wide rating and 
basic control of the Plan by the medical profession 
through MSMS remain unchanged. 

Now it would be nice to report that from th: 
day Michigan Blue Shield opened for operation it 
met with instant and complete success, 100 pei 
cent support by Michigan doctors and overwhelm 
ing public acceptance. But unfortunately, that’s 
not precisely the way it happened. 

Truth is that the first two years were hectic 
Looking back, most of those connected with that 
early period agree that it was a miracle that 
Michigan Blue Shield survived its early growing 
pains and multitude of problems. It was—a mir- 
acle, but it just didn’t happen. It was a con- 
trived miracle—contrived through the unrelenting 
efforts of a few stalwarts in the medical ranks 
who would not let it fail and a mute determina- 
tion in the hearts of the majority that somehow 
the program must succeed. It was this combina- 
tion that wrought the miracle. 


In retrospect it is not difficult to diagnose the 
troubles of those early years. First of all, there 
was absolutely no actuarial data to go on in pric- 
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ing the program. Secondly, by and large, the 
doctors were far ahead of the public in the broad 
spectrum of benefits one of the two plans offered. 
One plan offered in-hospital surgical coverage 
only. But the other provided the broadest possible 
range of prepaid medical service: medical and 
surgical care in the hospital, in the office and even 
covered home calls. 

With nothing to guide them in putting a price 
on these programs, they had to go by guess and 


they guessed wrong. Income from these too-low 


rates was far outstripped by the benefit payments 


and the rate was particularly out of balance in 
the so-called comprehensive program 

But even at what really was a _ bargain-rate, 
the public was apathetic to this all-inclusive cov- 
erage. The public simply was not prepared for it 
and enrollment under it was considerably short of 
sensational. Relatively cheap though this broad 
coverage was, it was obviously more than an un- 
tutored public felt it wanted to pay for 

The Blue Shield plan between 1940 and 1942 
went steadily into the red By April of 1941, 
Blue Shield was going in the hole so rapidly that 
it could no longer meet payments in full to the 
doctors according to the Schedule of Benefits. It 
was forced to make a 20 per cent pro-ration of all 
payments 

Even then, it could not come out even. The 
low point for Michigan Blue Shield was in late 
1941 when it was $500,000 in debt and had about 
$2,000 in the bank. The insurance commissioner 
stepped in and, it would seem, sounded the death 
knell of Michigan Blue Shield. He said it would 
have to close up shop. 


3ut the officers of Blue Shield wouldn’t give up 
so easily. They asked for a three-month leeway 
Che Commissioner agreed but only on the grounds 
that somebody from his office be put in charge. 

Chat is how Jay Ketchum, present executive di- 
rector of Michigan Blue Shield, entered the pic- 
ture. Jay was deputy insurance commissioner and 
the arrangement was to borrow him for six months. 
It was also at this time that Dr. Robert L. Novy, 
one of the more outspoken critics of the way 
Michigan Blue Shield was operating, was elected 
president. 

There were those who regarded the situation as 
Ketchum “the undertaker sent to bury Michigan 
Blue Shield” and Dr. Novy as “the man selected 
to read the funeral sermon.” 

Nothing was further from the truth. Mr. Ket- 
chum and Dr. Novy seized the reins of leadership, 
put effective business methods to work with a 
vengeance, put the rates for the surgical-only con- 
tract up to a pay-its-own way basis and scrapped 
the broad all-inclusive benefits program completely. 

Again, though the miracle was helped along 
by the few stalwarts who refused to give up, despite 
the strong criticism from the doubting Thomases, 
they are the first to admit that their efforts would 
have been for naught if it had not been for a 
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strong, silent undercurrent within the majority 
of the profession to make their Blue Shield plan 
succeed, 

So this was the turning point. Michigan Blue 
Shield, with a program of benefits in line with 
what the public was willing to buy and _ priced 
to be actuarially sound, started pulling out of the 
hole. 

Enrollment boomed to over 350,000 by 1944. 
And by 1944, Blue Shield had repaid to all doctors 
the 20 per cent proration withheld in 1941-42. 
Blue Shield was in the black and really solvent. 

Michigan Blue Shield was over the hump 
both with the public and with the doctors—now 
that it was on a sound, realistic basis. 

The public now had a good sample of an ef- 
ficient, effective prepayment program and _ they 
literally joined in droves. Moreover, the public 
was becoming educated to the value of prepaid 
benefits. They began to express a lively concern 
for broader benefits than in-hospital surgical cov- 
erage only. 

Result was that in the mid-1940’s Michigan 
Blue Shield offered an expanded contract that in- 
cluded in-hospital medical care, i.e., payment to 
the doctor for visits to persons hospitalized fon 
non-surgical reasons such as heart trouble, asthma, 
diabetes, etc. 

In plain every-day language, Michigan Blue 
Shield was going like a house on fire and serving 
as the bellwether and leader for medically-spon- 
sored prepayment plans throughout the country. 

The post-war era saw the firm establishment 
of voluntary prepayment through Blue Shield and 
the medical profession as an accepted socio-eco- 
nomic institution in the minds of all the people. 

The cornerstone of this tremendous acceptance 
of Michigan Blue Shield by the public lay in two 
basic principles: (1) the principle of community- 
rating and (2) the principle of providing service 
benefits. 

The principle of community-rating is the only 
way to offer equal benefits at equal rates to all 
segments of the community. In essence, the rates 
are based on what it costs to provide the covered 
medical services for all people covered. In short, 
the average rate for all the community. Thus the 
cost of care is spread, as it should be, over the 
entire community and no individual or group is 
penalized for individual reasons of health. 

To practice what is called “experience rating” 

setting the rate on the individual experience of 
a given group—puts a premium on good health, 
and this is something no individual can control. 

Net result of such a method is to greatly lower 
the cost of prepaid care for the healthy groups 
who need it least and put the cost for the so-called 
poor risk groups-——who need it most—away out of 
reach. 

This is neither good medicine nor good eco- 
nomics. It is why Michigan Blue Shield—as the 
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medical profession’s own program—established the 
community-rating principle at the very outset. 

The second basic principle—service benefits-—is 
even more important. This gives prepayment as- 
surance and security for the individual. Nobody 
can measure their need for medical services in 
terms of dollars and cents. They need protection 
against the medical crisis as well as the routine 
illness. 

Only a medically-sponsored, medically-controlled 
program can offer this kind of protection. Because 
the program is sponsored and controlled by the 
doctors, it was able to set an equitable Schedule 
of Benefits that was acceptable to the doctors as 
full payment for services given members who fell 
within a certain income ceiling. 

When Michigan Blue Shield was started we were 
still emerging from a severe depression, The pro- 
gram was aimed at providing—within the limits of 
the contract—full prepaid coverage for the aver- 
age family. 

The original income ceiling for full service bene- 
fits was set at $2,500—and at the time this covered 
close to 80 per cent of all families in Michigan. 

But by the late 1940's, this $2,500 income ceiling 
had become totally unrealistic. Inflation and rap- 
idly rising wages left only about 25 per cent in the 
$2,500-or-less income bracket. The Michigan State 
Medical Society recognized this situation and 
through its House of Delegates—the ruling body 
for Michigan Blue Shield—took prompt action. 

It asked Blue Shield to develop a program, and 
a matching benefit-fee schedule to provide service 
benefits for families with an income ceiling of 
$5,000. This again would bring service benefits 
to about 80 per cent of the families. 

This benefit schedule was arrived at through a 
comprehensive survey of all doctors to establish 
what they considered a fair and reasonable charge 
for care of persons in this general up-to-$5,000 
income bracket. It was offered the public in early 
1951. Another optional benefit offered a year 
previously was additional x-ray benefits and cov- 


erage for EKG’s. 


Part I1l1—Success Brings Its Problems 
(1950-1957) 

The 1950’s started auspiciously. New and 
‘roader benefits had been provided. The pattern 
“f public acceptance and rapid growth—whick 
began in the mid-forties—continued well into the 
1950’s at an accelerated pace. Voluntary prepay- 
ment through the Michigan Blue Shield program 
had really “arrived.” It became the first Blue 
Shield plan to enroll one million members in 1948 
and by 1951 had doubled that figure to over two 
million. 

There seemed to be no doubt about it; Michigan 
Blue Shield was riding the high tide of success 
But that very success and public popularity began 
to create a few problems. 
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Commercial insurance, 
which in the past would not touch the field of 
hospital or medical care, took the cue from Blue 
Shield and its companion hospital prepayment 
program, Blue Cross. They saw a lucrative field 
featured and developed by Blue Cross and Blue 
Shield--and they jumped into the fray with real 
Vigor 

Actually, Blue Shield and Blue Cross had cre- 
ated an appetite by the public for prepayment 
and laid the groundwork for desire for even broad- 
er prepaid benefits. 

The kind of job Blue Shield had done had 
conditioned the public over the last decade to be- 
gin to look upon coverage for the cost of medical 
“right” 


Competition was one. 


care as a a social-economic right And 
there were some in the medical profession who 
began to feel that perhaps they had spawned a 
Frankenstein. 

Organized labor hypoed this trend by starting 
amounted to ‘“‘womb-to-tomb” 
prepaid medical health care 


bandwagon of “complete medical coverage” with 


to call for what 


This Was a popular 
regard or understanding for what 
items of health care could not, perhaps, be eff- 
ciently covered under the blanket of group pre 
payment. 


out any real 


But, rightly or wrongly, there sprang up ‘“John- 
ny-come-lately” pioneers in this apparently fertil 
field 

Ultra-conservative 


commercial insurance ap- 


proached’ it from the angle of “major medical” 
coverage 


At the other extreme came experiments 
in closed panel medicine that attempted to giv 
“everything in the book,” but under a restrictive 
system that negated the free practice of medi- 
cine and the free choice of physician that had 
been the bulwark of American medicine. It was, 
in a more subtle, less direct sense, an incorpora- 
tion of the philosophy of the 1930's. It was the 
Phoenix of the 1930’s arising again from the ashes 
of the concept of 
another manifestation of the same set of social 
symptoms that had pricked the medical profession 
into taking a long, serious look at itself 20 vears 
ago and taking up the challenge of entering the 
field of medical economics. 


“socialized medicine.” It was 


Michigan Blue Shield and the medical profes- 
sion found themselves squarely in the middle. They 
had come a long way with their voluntary prepay- 
ment program. But it was evident that they must 
go further. They could not stand still any more 
than they could stand still in the purely scientific, 
professional phase of medicine, research and new 
developments in the technical practice of medicine 

It was clear that the prepayment economics of 
medicine had become just as important a phase of 
medicine as the scientific laboratory. 

The Michigan State Medical Society—just as 
it had been aware of the challenge in the 1930’s— 
was aware of the new challenge arising in the 
1950's. 
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Times and conditions were dictating If its 
Blue Shield program was to continue to do its 


Medicine 


the private practice of medicine and at the same 


basic job successfully for preserving 
time providing the public with the best workable 
means of financing the growing number of medical 
Blue Shield meet this 


broadened coverage in 


services it needed must 
challenge of demand for 
the field of prepayment. 

The question was “How Far and How Much?” 
between the Utopia of 
“total prepaid medical care” and existing benefits 
lay the sound, realistic answer 

Just as it did not jump into the field of prepay- 
ment blindly in the pioneer days of 1940, the 
State Medical Society did not rush willy-nilly into 
the field of broadened benefits. 

MSMS wisely recognized that it required care- 
ful study and some pretty accurate 
the public and the medical profession to arrive 


Somewhere unrealistic 


soundings of 


at a realistic appraisal of what the public really 
wanted and what it was possible to provide in 
terms of the economics of prepayment. 

Spec ial committees were named by MSMS to 
start the spadework. There was the Committee 
to Study Comprehensive Prepaid Insurance Plans, 
the House of Delegates Committee on Medical 
Service and Prepayment Insurance and the Com- 
mittee on Michigan Medical Service (Blue Shield 

These committees put in months of studying all 
these phases of prepayment, including exhaustive 
analyses of the various experimental programs op- 
erating in the field of extended benefits. These 
ranged from commercial insurance “major medi- 
cal” programs to various and sundry types of 
closed panel plans. 

These committees made their reports at a spe- 
cial session of the House of Delegates in Detroit 
on April 27 of last year. 

The House of Delegates 
thoughtful look at these excellent, 
ports and came up with this decision: 


took a long and 


detailed re- 


It was obvious that Michigan Blue Shield—the 
own prepayment needed 
some overhauling. Its primary object was to best 
serve the public with the best practicable prepay- 
ment benefits that could be devised. 


profession’s program 


But the House of Delegates were quick to recog- 
nize that excellent as all the Committee reports 
were, there was one factor lacking: 

Nowhere was there a report of any valid survey, 
valid analysis of what the people really wanted 
and were willing to pay for under a prepayment 
program, or what the doctors themselves felt was 
practicable and what they felt their patients 
wanted. 

There was a good reason for this missing factor 
in the Committee reports. No such comprehen- 
sive survey had ever been conducted. 

What they said in essence is: “Let’s not shoot 
in the dark on the basis of what this group or 
that group says it thinks the general public wants. 
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Let’s conduct a thorough survey and find out 
find out from the public and find out from the 
medical profession.” 

“Then we can decide what changes if any 
should be made in our prepayment plan to meet 
what the public wants.” 

Out of this decision and this resolution was born 
the state-wide Opinion Study of Prepaid Medical 
Care Coverage in Michigan. It was the first such 
broad gauge study in breadth and depth of the 
subject ever taken. It was, as you know, really 
four studies of public and doctor opinion. 

You also know that it was conducted in a period 
of five months and its results reported at the meet- 
ing of the House of Delegates in Grand Rapids 
in September of last year. You know that it at- 
tracted nation-wide attention and has gone down 
in history as the first such comprehensive and de- 
tailed survey in the prepayment and medical care 
field. 

The details of its findings were carried in the 
November, 1957, issue of THE Journal MSMS 

From the results of that survey the Reference 
Committee on Medical Insurance and Prepayment 
Insurance made recommendations for sweeping 
changes in the benefit program of Michigan Blue 
Shield. The recommendations were approved by 
the House of Delegates unanimously and _ passed 
on to Michigan Blue Shield to translate into a 
practical new contract that would incorporate 
these changes. 

In the ensuing months Michigan Blue Shield, 
working closely and continuously with the Michi- 
gan State Medical Society. has hammered out the 
“New Blue Shield Contract’”—the “Forward” look 
in prepayment that has placed Michigan Medicine 
once again in the forefront in the field of prepay- 
ment. 

This new contract, tentatively approved by the 
State Insurance Department, is printed in full in 
this issue. It is quite a document. In my opinion, 
it is an historic document in the field of prepaid 
medical care and a tribute to the dynamic think- 
ing, realistic thinking that has made Michigan a 
leader in the prepayment field of medicine from 
the very beginning. 

This has been a report on the past, present and 
future of Michigan Blue Shield. I have tried to 
record as faithfully as possible the events of the 
past and the present. 

The new Blue Shield contract, printed in full 
in this issue, is the story of the future. Why so 
much emphasis on the past and the present in 
this article? Primarily because I have always felt 
that only through a thorough understanding of 
the past can we fully understand the present——and 
only with a thorough knowledge of both can we 
presume to properly comprehend the future. 

The new Blue Shield contract is the story of the 
future of Michigan Blue Shield. I think it spells 
a bright future for the free practice of medicine 
as we have known it for years and will provide 
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the public with the best and most practicable 
prepayment program-——the best economic instru- 
ment for availing themselves of the broad range 
of medical services they want and deserve and we 
in the profession stand ready to provide. 

Here, in closing, I would like to take a brief 
glimpse into this future with a résumé of what 
the new Blue Shield contract adds up to and the 
basic policies behind it. 

There is probably no better way to begin than 
to quote directly from salient parts of the Report 
of the Reference Committee which was passed by 
the House of Delegates last September. It sets 
forth unequivocally what Medicine considers an 
adequate prepayment program and _ the basic 
ground rules it must follow. Here’s what it says 
under General Considerations: 

The Michigan State Medical Society has made 
an intensive study of the development and _ the 
operation of the many means currently emploved 
both in Michigan and elsewhere to insure against 
or to prepay the costs of medical care. The con- 
clusions resulting from that study are set forth be- 
low and are based upon the following fundamen- 
tal considerations: 

1. The people of Michigan are entitled to and 
should have health care which meets the highest 
standards attainable. 

2. Means should be generally available in Mi- 
chigan which will permit the financing of the 
costs of necessary medical services and supplies 
to the greatest extent possible and_ practicable 
through prepayment. 

3. To whatever extent the cost of a particular 
medical service is not covered by prepayment, such 
uncovered amount shall be predictable, be known 
to the patient in advance, and be within his ability 
to budget for out of income. 

The foregoing can be accomplished only if those 
responsible for rendering the necessary medical 
services, namely the physicians of Michigan, as- 
sume the further responsibility of establishing with- 
in the profession a structure around which sound 
insurance Or prepayment plans can be built and 
also a system by which the profession can assure 
itself, the prepayment plan subscribers, and _ the 
underwriters that the structure is functioning in 
accordance with its commitments. 

Then came the criteria to provide these broad 
benefits within the framework of the historic 
physician-patient relationship, free practice of 
medicine and free choice of physician 

The new Blue Shield Employment Group con- 
tract fulfills every one to the letter. 

Basically, it retains, of course, the historic com- 
munity-rating principle so that no contract is 
preferential or discriminatory to different groups. 

There is complete freedom of choice of physi- 
cian, 

The “service benefits” principle remains basic. 

The fee schedules for the various income ceil- 
ing certificates have been set in conjunction with, 


TIMSMS 














MICHIGAN 


and approval of, Medical Care Insurance Com- 
mittee of the Council and the Permanent Advisory 
Committee on Fees of the House of Delegates and 
embodies the principle of a Relative Value scale 
and applicable unit values 


he new Blue Shield contract has two classes 
of benefits—Class I under which the member with- 
in the proper income ceiling has no liability or 
share to pay the participating physician. Class II 
benefits under which the member does share in 
the cost to a specified and limited extent. 

There is an entirely new and more realistic 
approach to setting income ceilings and determin 
ing whether the subscriber qualifies 

Up to now, as you know. Blue Shield offered 
two income ceiling plans—the $2,500 and _ the 
$5,000. The subscriber had an option as to wheth- 
er he wished to take the one that fitted his in 
come or the lower one 

In addition. there was no wavy for the physician 
oO adequately determine whether the patient fel 
within the income ceiling limit of the contract h: 
held 

Chis has all been changed and completely elim 
inates this “never-never”’ land of income ceilir 
qualification 

The new Employment Group program provides 
three income ceilings—-a $2,500, a $5,000 and a 
$7.500. However, the subscriber no longer has 
a choice of which he will take He is required 
to take the plan with the ceiling that fits his an 
nual income 

This is accurately determined by his employer 
from his wage or salary for any given year. Each 
vear, this is reviewed and the subscriber is re 
classified into whatever income ceiling plan 
matches his salary or wage for that vear 

Incidentally, those subscribers whose salary ex 
ceeds $7,500 a year must take the $7.500 pla: 
and it 1s the physi lan’s option whether he renders 
service in su¢ h cases with oO! without charge to the 
subscriber 

Here briefly are the benefits covered under Cla 

Services 


Surgical services in and out of the hospital 
2. Obstetrical services, but not including serv- 
ices customarily rendered as pre-natal or post- 


natal care 


3. Medical services rendered by physician in 
charge of the case for any condition other than 
surgical or obstetrical, «when and for which th 
member is required to be and is admitted as a 
hospital bed-patient 


t. Services of a physician anesthetist, other 
than physician in charge of the case. 


5. Emergency First Aid, i.e., services not other- 
wise provided in the contract, rendered by the 
doctor within 24 hours of an accidental injury 
but limited to a maximum of $15.00 measured 
by the prevailing fee schedule. 
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The Class II services, in which the patient 
shares to a modest extent in the cost, involve 
the really new and broadened approach to pre- 
paid benefits. Here is what is covered in this 
important Class II benefit area: 


1. Diagnostic x-ray (x-ray pictures) as a hos- 
pital bed-patient, hospital outpatient or in the doc- 


tor’s Office. 


2. Radiological therapeutic services utilizing 
generally accepted therapy (like x-ray, radium, 
etc.) for treatment of malignancies, bone tumors 
and certain other diseases. They are available 
as a hospital bed-patient, hospital outpatient or 
in the doctor’s office, 


}. Diagnostic laboratory services: (a) electro- 
cardiograms, electroencephalograms and BMR’s; 
b) laboratory tests in the doctor's office or the 


hospital out-patient department 


t+. Payment for medical consultation service 
except staff consultations) when a hospital bed- 


patient 


other than hospital 
assisting the 


5. Payment to a doctor 
intern, resident or house office 
surgeon when the member is a hospital bed-patient 


To help keep the cost of coverage down. these 
five kinds of services are covered by Blue Shield 
on a share-the-cost basis with the member. The 
Blue Shield member pays the first $5 or 10% 
of the cost (whichever is greater) of each of these 
services. Blue Shield pays the balance according 


to the benefit schedule 


In addition, there is a limit to the total amount 


in any given year a member must share. It is 
$25 under the $2,500 contract, $50 under the 
$5,000 contract and $75 under the $7,500 contract 

This is a capsule outline of the new Blue Shield 
contract. It is “Operation Forward” for the Mi- 
chigan medical profession and for the people of 
Michigan each of us serves. 

We believe this new program represents an- 
other example of the flexibility of Michigan Blue 
Shield to the changing economics and practice of 
medicine and its ability to continue to provide the 
people with the best and most realistic prepaid 
medical coverage. 

Coupled with the companion Blue Cross Com- 
prehensive Hospital Care Contract, the new pro- 
gram adds up to the best prepaid health care plan 
available anywhere today. 

Over the past two decades, the medical pro- 
fession and the community hospitals have develop- 
ed Blue Shield and Blue Cross with but one aim: 
To provide the people of Michigan the kind of 
prepaid protection they want and deserve with- 
out compromise in the quality of care. 

In this respect, the new Blue Shield program 
speaks for itself and for everyone of us in Michi- 
gan medicine. 
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Michigan Medical Service 


ENROLLMENT COMPARISON OF SURGICAL AND 
MEDICAL-SURGICAL CERTIFICATES 


1955 «1956 


| | 
3,625,770 -+— 3,616,065 








3,689, 223 











3,209,457 


MEDICAL SURGICAL MEMBERS 
WEE SURGICAL MEMBERS i eal 807,864 2,804,119 
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SURGICAL MEMBERS 





























Michigan Medical Service 
MEDICAL CARE EXPERIENCE (1951-1957) 


MICHIGAN MEDICAL SERVICE MEDICAL CARE EXPERIENCE (1951-1957) 


Number Number days Amount Paid 
Cases Total Per Case Total Per Case 


$2,500 Income 
Contract 
1951 x om 339,201 10.04 $ 1,336,241.20 $39.54 
1952 ne 530,780 10.48 2,029.072.25 40.07 
1953 + 3, 663,071 10.43 2.504,390.48 39.39 
1954 . O47; 726,077 10.71 2,766,385.98 40.82 
1955 « eas 823,626 10.68 3,132,337.44 40.62 
1956 : 7 745,929 10.29 2,997 ,204.13 41.34 
1957 ; 800,398 10.99 3.014,798.65 41.38 


.629.082 10.56 $17,780,430.13 $40.57 


$5,000 Income 
Contract 
1951 : 1.317 7.89 $ 6,707.50 $40.16 
1952 sie eee 34.813 10.79 158.036.00 48.97 
1953 . ae 93,648 10.48 436,643.23 48.84 
1954 . ive 145,229 10.08 719,346.54 49.93 
1955 : 229,363 10.28 1,110,059.44 49.77 
1956 eee : 817,174 10.45 3,975,741.57 50.83 
1957 ; 1,021,062 10.63 4,992.221.04 51.98 


2,342,606 10.49 $11,398,755.32 $51.05 
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Michigan Medical Service 


Payments for Services to Subscribers By Residence of Doctors Rendering Service 


from March |, 1940 through December 31, 1957 


Wayne 
Genesee 
Oakland 
Kent 
Washtenaw 
Ingham 
Saginaw 
Macomb 
Bay 
Kalamazoo 
St. Clair 
Calhoun 
Muskegon 
Berrien 
Shiawassee 
Grand Traverse 
Jackson 
Chippewa 
Emmet 
Ottawa 
Alpena 
Marquette 
Van Buren 
Clinton 
Lenawee 
Monroe 
Isabella 
Ionia 
Branch 
Wexford 
Hillsdale 
Tuscola 
Houghton 
Lapeer 
Huron 
Montcalm 
Allegan 
Eaton 
Delta 
Gratiot 
Cheboygan 
St. Joseph 
43. Dickinson 
#4. Livingston 
45. Sanilac 
46. Ogemaw 
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$113,115,673 


17,246,373.7 


15,051,492 


10,677,423 


10 


) 


9,880,994.7 


9.075 


8,250, 


639 


660.3 


626 


038.3 


812 
762 


690 


t 


2G 


00 


00 


043.7 


57,062 
52,181 
038 
i a 
965 
804 


965 


563.! 


001. 


3.463.7 


394,895. 
372,330 


08% 


Oceana 
Mason 
Osceola 
Presque Isle 
Mecosta 
Charlevoix 
Menominee 
Gogebic 
Barry 
Ontonagon 
Schoolcraft 
Newaygo 
Crawford 
Iosco 
Manistee 
Otsego 
Baraga 
Luce 
Missaukee 
Midland 
Arenac 
Gladwin 
Leelanau 
Cass 

Benzie 

Iron 

Alcona 
Clare 
Antrim 
Alger 
Mackinaw 
Roscommon 
Kalkaska 
Montmorency 
Lake 
Keweenaw 


Oscoda 


Total 

Total Michigan M.D.’s 

Out-of-State Doctors and 
and Unclassified 


Paid to Osteopaths 


362,987.75 
329,038.45 
322 923 04 
§14.835.00 
311,944.00 
306,699.25 

7 
257,771.35 
232,967.35 


9 299 


) 


208,480.00 
202,230.50 
201,042.75 
201,276.7 
195,167.2 
188.646 
178.603 
167,871 
165,7 
147,971 
142,892.5 
154,640 
134.084. 7 
119,386.5 
116,300.7 
85,704 
62,804.75 
58,644.00 
+8.610.00 
34.435.50 
32,824.25 
25 
7.00 
2.00 
00 
00 


00 


$236.910.217.24 
$236,910,217.24 


5,979,993.16 


25,917,589.53 


$268,807,799.93 


100.00% 
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ice, a non-profit corporation, 


Michigan Medical Service 
Detroit Michigan 


EMPLOYMENT GROUP BENEFIT CERTIFICATE 
THIS CONTRACT, made between the Subscriber 





named in the application and Michigan Medical Serv- 


ENTITLES the Subscriber, and if listed on the application, the husband or wife and eligible unmarried 
dependent children of the Subscriber, to have, upon payment of the subscription rate and upon and subject 
to the terms and limitations and definitions hereinafter set forth, for a period of one month next following 
the effective date hereof and thereafter, as and to the extent hereinafter provided, services of physicians for 


the diagnosis and treatment of disease or injury at 


expense of Michigan Medical Service 


In Witness Whereof, Michigan Medical Service by its agent duly authorized in the premises has executed this 
Certificate 






DEFINITIONS 
Section | 
The following terms shall have the following meanings 


SERVICES (A) The term “services” as used herein is 
defined, subject to the conditions and limitations con- 
tained in this certificate, and provided that the applic- 
able subscription rate has been paid as provided herein, 
to mean services of the class, kind and nature described 
in the certificate, designated upon the Subscriber’s ap- 
plication card, and indicated by the identification card 
issued to the Subscriber and in effect at the time serv- 
ices are rendered hereunder, rendered to the Subscriber, 
or enrolled dependent(s), by physicians registered as 
participating with Michigan Medical Service of the 
Subscriber’s own choice, subsequent to the effective date 
and prior to the termination date hereof, to the extent 
and subject to the limitations, conditions and definitions 
set forth below. 

Michigan Medical Service does not undertake to sup- 
ply a physician for the Subscriber or enrolled depend- 
ent(s 


BLUE SHIELD (B) “Blue Shield” is Michigan Medical 


Service 


CONTRACT (C) “Contract” is and consists of: the 
application submitted as the basis for issuance of this 
certificate; the certificate: supplements or riders to the 
certificate, if any; and the Identification Card 
SUBSCRIBER (D) “Subscriber” is the individual ap- 
plying for and with whom Blue Shield has entered into 
a contract 


MEMBER (E) “Member” is each person eligible for 


benefits under a contract 


DEPENDENT (F) “Dependent” is any or all of the 
following: the spouse of the subscriber; and children, 
unmarried, and only until the end of the calendar year 
in which they shall attain the age of nineteen (19) years 
a) of the subscriber, by birth, legal adoption, or legal 
guardianship while such children are in the custody 
of and dependent upon the subscriber; and (b) of 
the spouse of the subscriber, in the custody of and de- 
pendent upon the spouse of the subscriber, while re- 
siding in and members of the household of the sub- 
scriber 


INDIVIDUAL CONTRACT (G) “Individual Contract’ 
is that type of contract which lists only the subscriber 
TWO PERSON CONTRACT (H) “Two Person Con- 
tract’ is that type of contract which lists only the sub- 
scriber and one dependent 


FAMILY CONTRACT (I) “Family Contract” is that 
type of contract which lists the subscriber and more 
than one dependent. 
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MICHIGAN MEDICAL SERVICE 


Executive Vice President 





PARTICIPATING PHYSICIAN (J) “Participating 
Physician” is a physician who is legally qualified and 
licensed to practice medicine and perform surgery in 
the State of Michigan and who has entered into an agree- 
ment to provide services to Blue Shield members under 
the Blue Shield plan of operation 


NON-PARTICIPATING PHYSICIAN (K) ‘“Non-Par- 
ticipating Physician” is any physician who is legally 
qualified and licensed to practice medicine and perform 
surgery at the time and place services are rendered but 
who has not entered into an agreement to provide serv- 
ices to Michigan Blue Shield members under the Mich- 
igan Blue Shield plan of operation 


ANNUAL INCOME (L) “Annual Income” is the rate 
of pay of the subscriber at the place of employment 
where he became a member, effective on the date of 
application to Blue Shield and upon renewal of each 
succeeding anniversary date assigned by Blue Shield to 
subscribers enrolled at that place of employment com- 
puted as follows: 

In the case of hourly rated employees, the base hourly 
pay rate including cost of living allowance, if any, 
extended by 2080 hours: 

In the case of salaried employees the rate of salary in- 
cluding cost of living allowance, if any, extended by an 
appropriate number of days, weeks or months to equal 
one year 

In the case of employees paid on a commission or in- 
centive basis, the amount earned by the subscriber at 
such place of employment in the twelve months period 
prior to such application or anniversary, or if there em- 
ployed less than twelve months an amount equivalent 
to the average earned by all employees there similarly 
so employed, or an amount determined by such other 
method as may be agreed upon 


PLANS A, B, C and D (M) Plan “A” is the contract 
in effect with a subscriber whose annual income is less 
than $2,500.00 

Plan “B” is the contract in effect with a subscriber whose 
annual income is not less than $2,500.00 but less than 
$5,000,00 

Plan “C” is the contract in effect with a subscriber 
whose annual income is not less than $5,000.00 but 
less than $7,500.00: 

Plan “D” is the contract in effect with a subscriber 
whose annual income is not less than $7,500.00 


CLASSES OF BENEFITS (N) ‘Class I Benefits” are 
those services set forth, described and limited as sur- 
gical, obstetrical, medical, and anesthesia, under Sec- 
tion 2 hereof: 

“Class II Benefits’ are those services set forth, described 
and limited as radiological (x-ray, etc.) diagnostic, ra- 
diological therapeutic, diagnostic laboratory, consulta- 
tion, and technical surgical assistance under Section 3 


hereof 
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SCHEDULE OF FEES (O) “Schedule of Fees” is the 
schedule of fees paid by Blue Shield to participating 
physicians, in effect at the time service is rendered, 
identified under Plan “A” as Schedule of Fees “A 

Plan “B” as Schedule of Fees “B’; Plans “C” and “D 
as Schedule of Fees “C” 


GROUP (P) “Group is all of the subscribers enrolled 
in Blue Shield at the place of employment where the 
subscriber made application or to which the subscribe1 
has subsequently been transferred, and where a _ remit- 
ting agent by pay-roll deduction or by an agreed-upon 
alternative method collects subscriber rates for remit 
tance to Blue Shield in behalf of the subscriber 


REMITTING AGENT (Q) “Remitting Agent” is th 
person or corporation designated by the subscriber t 
collect and remit to Blue Shield the subscription rate 


HOSPITAL (R) “Hospital” is a regularly approved 
institution which is primarily engaged in providing for 
compensation from its patients and on an in-patient 
basis, diagnostic and therapeutic facilities for the sur- 
gical and medical diagnosis, treatment. and care of in- 
jured and acutely sick persons, by or under the super 
vision of a staff of physicians who are duly licensed to 
practice medicine, and which continuously provides 
twenty-four (24) hour a day nursing service by reg- 
istered graduate nurses, and which is not, other than 
incidentally, a place for rest, a place for the aged, 

place for pulmonary tuberculosis, a place for mental 
disorders, a place for drug addicts, a place for alco- 
holics, or a nursing home 


SERVICES AND BENEFITS—CLASS |! 
Section 2 
(1) CLASS I SERVICES: The following services 
designated and indicated as provided in Sectior 
hereof: 
A. Surgical Services: i.e. generally accepted operativ: 
and cutting procedures rendered by the physician in 
charge of the case for the necessary diagnosis and treat- 
ment of disease or injury and of fractures and disloca- 
tions, including usual, necessary and related pre-opera- 
tive and post-operative care, and including as a part 
of such service anesthesia customarily administered by 
a physician in charge of the case. Postoperative care 
shall be limited however, to the period of hospitalization 
of the member, or to a period of not more than four- 
teen (14) days following surgery, whichever is greate1 
B. Obstetrical Services: rendered by the physician ir 
charge of the case, but not including services custom- 
arily rendered as pre-natal or post-natal care Such 
services rendered due to any condition of pregnancy, 
except ectopic pregnancy, shall not be a benefit unless 
and until this contract shall have been in force for 
nine consecutive months immediately prior to and in 
force on, the date such service is rendered 
C. Medical Services: i.e. services rendered by the phvysi- 
cian in charge of the case for any condition other than 
surgical or obstetrical services. when and for which the 
member is required to be and is admitted as a_ bed- 
patient in a hospital. Medical services will be pro- 
vided concurrently with surgical or obstetrical services 
or during the same hospital admission only when Blue 
Shield shall determine that such concurrent services are 
necessary, unrelated to surgical or obstetrical services, 
and different in kind and nature from that customarily 
rendered and considered to be surgical or obstetrical 
service 
Each member, except as provided below, shall be en 
titled to medical service for a maximum period of on 
hundred twenty (120) days under this and prior con- 
tracts of Blue Shield, during each continuous period 
of hospital confinement, or during successive periods 
of hospital confinement separated by less than three (3 
months. Such member will again be entitled to a 
maximum period of medical service only after a lapse 
of at least three (3) months between the last discharee 
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from and the date of next admission to a hospital 

Each member, in the event medical care is rendered 
primarily for treatment of tuberculosis or nervous o1 
mental conditions, shall be entitled to medical service 
for a maximum period of thirty (30) days under this 
and prior contracts of Blue Shield, during each con- 
tinuous period of hospitalization or during successive 
periods of hospitalization separated by less than six (6 
months Such member will again be entitled to a 
maximum period of such medical service only after a 
lapse of at least six (6) months between the last dis- 
charge from and the date of next admission to a 
hospital 


D. Anesthesia Services: i.e. the services of a physician 
anesthetist, other than the physician in charge of the 
case, when required by and rendered in relation to 
services being received under the provisions of this sec- 
tion as surgical, obstetrical or medical. Anesthesia serv- 
ice rendered by an employee of a hospital and anes- 
thesia service such as is customarily rendered by a 
physician in charge of the case is excluded as a benefit 
hereunder 


E. Emergency First Aid: i.e. services not otherwise 
provided by this contract, made necessary by, and 
rendered by a physician within twenty-four hours fol- 
lowing, accidental injury, up to but not to exceed a 
total value of $15.00 measured by the then prevailing 
applicable fee schedule 


(2) DISPUTES DETERMINATION: Determination 
of Blue Shield as to whether or not services are medical, 
surgical or related to surgical or obstetrical service, or 
are for tuberculosis or nervous or mental conditions, 
or, in the case of anesthesia service, are such as are 
required, or are customarily rendered by a physician in 


charge of the case, shall be conclusive 
SERVICES AND BENEFITS—CLASS II 


Section 3 

(1) CLASS If SERVICES: The services set forth and 
limited below, if designated and indicated as provided 
in Section 1 hereof, subject to payments by the sub- 
scriber as provided in Paragraph (2) of this section, 
for diagnosis or treatment, when rendered by the phvysi- 
cian in charge of the case or by another phvsician on 
his order or prescription 

Except that services rendered due to any condition of 
pregnancy, except ectopic pregnancy, shall not be a 
benefit unless and until this contract shall have been 
in force for nine consecutive months prior to, and in 
force on, the date such service is rendered. 

(A) Radiological-Diagnostic Services, excluding minia- 
ture x-ray plates, screening procedures, and procedures 
not directly related and necessary to diagnosis 

(B) Radiological Therapeutic Services utilizing gen- 
erally accepted therapy (such as x-ray. radon, radium 
and isotopes), for the treatment of malignancies, tumors 
of bones, brain or spinal cord, hemangiomas, vascular 
nevi, lymphomas, leukemia, and thyroid disease 

(C) Diagnostic Services, required in diagnosis of disease 
or injury: 1. electrocardiograms, electroencephalograms, 
and basal metabolism tests and; 2. laboratory tests, when 
performed in the offices of a physician or in the out- 
patient department of a hospital. The services set forth 
in this paragraph (C) are excluded as a benefit to the 
extent that they mav be a benefit to the member under 
the terms of any contract issued by any hospitalization 
expense plan 

(D) Consultation Services, except staff consultations 
required by hospital rules or regulations, but only while 
the member is a hospitalized bed-patient, for a condition 
requiring special skill or knowledge, as assistance in 
diagnosis or treatment to the physician in charge of 
the case, limited to one such medical, surgical or ob- 
stetrical bedside consultation during each period of 
continuous hospitalizatior 
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(E) Technical Surgical Assistance by a physician to 
the physician in charge of the case, when deemed by 
Blue Shield to be required, and when related to services 
being received by the member under the provisions of 
Section 2 paragraphs A and B hereof, while the mem- 
ber is a hospitalized bed-patient within the State of 
Michigan and at such times as and in such _ hospitals 
when and wherein such surgical assistance is not routine- 
ly available as a service provided by a hospital interne, 
resident or house officer. Routine availability of such 
services in such hospitals at such times, and whether the 
nature of the surgery is such as to require technical 
assistance shall be determined by Blue Shield and _ its 
determination shall be conclusive 


(2) MEMBER’S LIABILITY: A member receiving 
Class II Services shall be liable to pay the physician in 
respect of each such service rendered the greater of 
a) $5.00 or (b) ten per cent of the applicable scheduled 
fee for such service, but not more than the amount of 
such scheduled fee; however, if during any period of 
one year, not including any part of any other such 
period, while this and previous contracts are continuously 
in effect, there shall be incurred and paid in discharge 
of such member’s liability, in respect of such Class II 
Services received by any one member a total aggregate 
amount in excess of: under plan “A”, $25.00; or Plan 
“B”’, $50.00: or Plan “C”, or Plan “D”, $75.00: Blue 
Shield will, upon receipt of evidence of such excess 
payment satisfactory to it, refund such excess amount 
to the member. The excess amount aforesaid shall be 
separately computed as to each member whether o1 
not a dependent. 


If a member shall claim refund for payments made in 
respect of member’s liability paid during a one year 
period in which the member has been entitled to 
services under more than one Plan (A, B. C or D 
and the Plan in effect at the end of such period shall 
provide the lower aggregate, then any amount paid dur- 
ing such year by the member against the higher amount 
provided by the prior Plan, shall be credited against 
the lower aggregate up to but not in excess thereof. 


EXCEPTIONS AND EXCLUSIONS 
Section 4 


The term “services” as used herein, and the _ benefits 
hereof, shall not include in addition to those elsewhere 
excluded, the following: 


(1) Service for industrial injuries or diseases: 

(2) Services from any government agency which are, 
or to the extent such services may be, obtained by 
the member without cost to him by compliance with 
laws or regulations enacted by any federal, state, 
municipal, or other governmental body. 


3) Hospital, dental or nursing services 


(4) Medicines, drugs, appliances, indirect blood tran- 
fusions, materials or supplies. 


(5) Pre-natal or post-natal care 


(6) Operations for cosmetic or beautifying purposes; 
however, this exclusion shall not apply to the 
correction of 
a) congenital anomalies if the member is less than 
twelve years of age and has been a member under 
this and prior Blue Shield contracts continuousl\ 
in force since birth and 
(b) conditions resulting from accidental injuries or 
surgical scars provided such conditions shall have 
had their origin at a time when this and any 
prior contracts were in force and such contracts 
have been continuously in force thereafter to the 
date of such service. 


(7) Sterilization of either sex, regardless of medical 
necessity. 





MICHIGAN MEDICAL 





SERVICE 





(8) Examinations and tests in connection with routine 
or periodic physical, pre-marital, or similar ex 
aminations or tests not required in and directly 
related to diagnosis of illness or injury 


CHARGES BY PHYSICIANS 
Section 5 
PARTICIPATING: Participating physicians rendering 


services to members under Plans A, B, and C, will make 
no charge to the member for any service to which the 
subscriber is entitled hereunder, except as provided in 
respect to Class II Services, and except as provided 
below. Participating physicians may at their option 
render services under Plan D with or without charge to 
the member. 


Participating physicians may make a charge to any 
member: 


1) If the member shall request and occupy private 
room accommodations in the hospital. This exception 
(1) shall not apply to a member who is involuntarily 
compelled by nature of illness and on the order of the 
physician in charge of the case to be placed in such 
private room. 


2) If the member shall be entitled to recover damages 
by reason of, or reimbursement for the cost of, the 
services or for the injury, accident or condition oc- 
casioning the services, except from insurers on policies of 
insurance issued to and in the name of the subscriber, 
the payment made to the physician by Blue Shield shall 
be considered to be on account of the reasonable value 
of the services, and the difference, if any, between such 
reasonable value and the amount paid by Blue Shield 
shall be a liability of the member to the physician pay- 
able out of such damages or reimbursement if, as and 
when recovered by the member. Such additional charge, 
if any, shall be the liability of the member and not of 


Blue Shield. 


(3) If the member shall be entitled to benefits unde: 


Plan D: In the event conditions (1), (2) or (3) above 
apply, Blue Shield will pay the participating physician 
for services rendered, its then prevailing scheduled fee 
and payments as provided in Section 3 paragraph (2 
hereof, and the additional charge, if any, shall be the 
liability of the member. 


NON-PARTICIPATING: If, in an emergency, the 
member shall utilize the services of a non-participating 
physician, the obligation of Blue Shield shall be limited 
to payment of an amount not in excess of the lesser of 
the physician’s charge or the applicable scheduled fee, 
for such service subject to all the terms, limitations 
and conditions as would apply had the services been 
rendered by a participating physician and further sub- 
ject to receipt by Blue Shield of reports of such services 
rendered, as required of participating physicians under 
Section 11, within ninety (90) days of rendition of 
such services. 


SUBROGATION AND ASSIGNMENT 
Section 6 


SUBROGATION: In the event of any payment for 
services under this certificate, Blue Shield shall be 
subrogated to all the member’s rights of recovery there- 
for against any person or organization except against 
insurers on policies of insurance issued to and in the 
name of the subscriber, and the member shall execute 
and deliver such instruments and papers and do what- 
ever else is necessary to secure such rights. 
ASSIGNMENT: The services to be provided under 
the certificate are for the personal benefit of the sub- 
scriber and cannot be transferred or assigned; any at- 
tempt to assign this certificate shall automatically ter- 
minate all rights hereunder. 
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TERM AND TERMINATION 
Section 7 


TERM: This contract shall constitute an agreement for 
one month from its effective date and shall be renewed 
thereafter each month, unless written notice of election 
to terminate the same is given by the subscriber to 
Blue Shield; or by Blue Shield to the subscriber, his 
employer or remitting agent, not less than thirty (30 
days prior to the monthly renewal date on which dat 
termination is to be effective 


TERMINATION: A. This contract shall be terminated 
automatically in the event of either: 
1) Failure to pay the applicable rate provided in Sec- 
tion 10 hereof 
Termination of eligibility of the subscriber as a 
member of the group through which he enrolled, 
subject to the right of transfer and the right of 
conversion under Section 9(D). In the event of 
termination under the terms of this Section, such 
termination shall become effective at the end of 
the monthly payment period in which failure to 
pay or termination of eligibility occurred, without 
further action by Blue Shield. 
B. Blue Shield shall not terminate this contract as 
long as the subscriber is an active member of the group 
through which he enrolled or to which he last trans- 
ferred, except in the event such group shall: 
(1) terminate enrollment under the provisions of this 
Section, or 
except upon the occurrence of one of the events 
mentioned in paragraph 8(A) of this section 
provided, however, that nothing contained in this 
contract shall limit or restrict the right of Blue 
Shield to terminate the enrollment of the entire 
group. 
C. Blue Shield may reinstate this contract after ter- 
mination without the execution of a new application 
or the issuance of a new identification card or any 
notice to the subscriber, other than the unqualified ac- 
ceptance of an additional payment from the subscriber 
or remitting agent. No such reinstatement shall create 
any rights to service for periods prior to the reinstate- 
ment date determined by Blue Shield, which shall be- 
come the effective date for all subsequent purposes here- 


of 


CHANGE OF STATUS OR TRANSFER 
OR CONVERSION 


Section 8 


A. The subscriber must notify the remitting agent o1 
Blue Shield within thirty (30) days of change in his or 
her own or a dependent’s status under the contract 
resulting from marriage, divorce, death or change of 
residence, or birth or legal adoption or attainment of 
age nineteen (19) of children; or change of address or 
entrance into or return from military service by the 
subscriber, or other cause. 

B. Enrolled dependents at the end of the year in which 
they attain nineteen (19) vears of age or at the time 
of marriage, may upon request transfer to any direct 
payment contract for which they are then eligible 
provided notice of such change in status be furnished 
Blue Shield within thirty (30) days after the close of 
such year or the date of such marriage, and payment 
is made at the rate for the group or classification to 
which transfer is made. 

C. Newborn or other eligible children may upon request 
of the subscriber be added to the certificate upon pay- 
ment of such increased subscription fees as may be in 
order, provided such request is made within thirty (30 
days from date of birth or attainment of eligibility. 

D. In the event the subscriber shall become ineligible 
as a member of the group, he may on written notic¢ 
within thirty (30) days after the end of the monthly 
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payment period in which eligibility so terminates, con- 
tinue or transfer this contract by: 

1) Transfer to another enrolled group of which the 
subscriber shall be or becomes eligible as a member: 
Continuance of this contract as a Suspended Group 
Contract for a period of not less than three (3 
months nor more than six (6) months by payment 
of the applicable subscription rate as set forth in 
the table of rates in Section 10 hereof, in advance, 
beginning with the last day of the monthly pay- 
ment period in which eligibility as a member of 
the group terminated. Blue Shield shall not be re- 
quired to give, or be responsible for, notice of 
payment due of subscription rates, while the con- 
tract is on a Suspended Group Contract basis. 
Conversion of this contract to a Group Conversion 
Contract by written notice prior to the last date for 
which subscriber rates have been paid, either when 
he becomes ineligible as a member of a group or 
after this contract has been continued on a Sus- 
pended Group Contract basis for a period of not 
less than three (3) months nor more than six (6) 
months. The subscriber shall be transferred under 
this option (3) to any Group Conversion Contract, 
then available, issued by Blue Shield, most nearly 
applicable to the subscriber’s income as defined in 
such Group Conversion Contract 


SUBSCRIPTION RATES 

Section 9 
The subscriber agrees to pay Blue Shield monthly in 
advance, unless otherwise provided, for the services of 
the class designated upon his Application Card and 
indicated by his Identification Card, at the following 
rates: 

Employment Group Rates 

Contract Contract Contract 

Bg : “C & D” 
Individual $1.80 { $2.44 
[wo Person $4.65 $5.45 $6.25 
Family $5.57 : 2 $7.67 
Blue Shield reserves the right to change the above rates 
on thirty 30) days’ written notice to the subscriber: 
such change of rates to become effective on the date 
fixed in the notice, unless the subscriber notifies his 
employer or remitting agent prior to the effective date 
of such notice of his decision to terminate this contract 


GENERAL CONDITIONS 
Section 10—Reports 


Physicians participating with Blue Shield shall furnish 
reports to Blue Shield in such form as Blue Shield 
shall prescribe which shall remain confidential except 
for the purpose of determining rights and liabilities aris- 
ing under this contract, relative to diagnosis and services 
given the subscriber entitled to or claiming such service 
under this certificate, and it is agreed that request for 
such service is authorization to the physician to make 
such reports. 


Section 11—Identification 

The subscriber’s Identification Card must be presented 
to the physician when service is requested. 

Section 12—Contest 

No action or suit at law or in equity shall be com- 
menced upon or under this contract until thirty (30) 
days after notice of claim has been given to Blue Shield, 


nor shall such action be brought at all later than two 
2) years after such claim has arisen. 


Section 13—Contract, Continuity of Benefits 
The application submitted by the subscriber, this cer- 


tificate and the identification card shall constitute the 
entire contract between the parties. No agent or em- 


881 








MICHIGAN MEDICAL SERVICE 


ployee is authorized to vary, add to, or change this 
contract as set forth in any manner or degree The 
issuance of this certificate cancels all previous certificates 
then in force and all rights thereunder between the sub 
scriber and Blue Shield. 


Section 14—Reserves 

After provision for proper reserves, subscribers may 
share at the discretion of the Board of Directors of Blue 
Shield and as approved by the Commissioner of In- 
surance of the State of Michigan, ratably or unequally 
according to such standards as may be provided by such 
Board and Commissioner, in surplus of Blue Shield 
through prospective or retrospective reduction of rates 
or prospective increase of services, or in such mannet 
as such Board and Commissioner shall determine 


Section 15 





Liberalization 
Blue Shield may from time to time provide additional 


service or benefits by rider or other notice. Such addi 
tional service or benefits may be withdrawn at any time 
after notice given and deemed adequate by Blue Shield 
Section 16—Notice 

Any notice required or permitted to be given by Blu 
Shield hereunder shall be deemed to have been duly 
given, if in writing and personally delivered, or if in 
writing and deposited in the United States mail with 
postage prepaid, addressed to the remitting agent or 
to the subscriber at the last address of record at the 
principal office of Blue Shield; such notice shall be 
deemed to be given when so personally delivered or 
mailed 


Section 17—Headings 
The catchline headings and captions in no way shall 


be considered to be a part of this certific ate, but are 
inserted only for purposes of convenience 





ON PROFESSIONAL CONDUCT 


Michigan Medical Service was created to be of 
service to the people of Michigan. It was designed 
to provide the patient a means by which he could 
pay the doctor of his choice for professional care 
Michigan Medical Service exists to provide a 
facility to the working men and women of this 
state. This basic fact seems to be losing much 
of its importance in the current thinking of som¢ 


of the members of the medical profession 


This loss of the sight of a primary objective is 
fraught with peril. A danger lurks that is far 
more malignant than the petty hassles that now 
consume our interest. Certain groups are avidly 
concerned that they be paid as specialists for spe- 
cialty care. It is important that a nice gradation 
be achieved. The hair must be split exactly and 
precisely so that each receives his portion in pro- 
portion. Quite suddenly, doctors appear to be 
more concerned with what they “get” than with 


what they “give.” 


Let’s review a few facts. The Michigan State 
Medical Society, less than twenty years ago, gained 
the enabling legislation that formed Michigan 
Medical Service 


forced into the insurance business because no sound 


The medical profession was 


insurance company would undertake the gamble. 


It sought to provide the low-income wage-earner 
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with a means of protection against financial ruin 
because of illness. It did this by combining group 
insurance principles with service contracts. The 
hospital group obtained the legislation that permit- 
ted the forming of Blue Cross. Again, group insur- 
ance with service contracts. 

These plans had appeal and grew. By permitting 
people the right of free choice and at the same 
time providing them with an inexpensive and as 
sured method of protection, Blue Cross and Blu 
Shield quickly became big business. They've had 
growing pains, but there will be difficulties and 
problems as long as growth continues. 

Since when is Michigan Medical Service a 
means of funneling money into doctors’ pockets? 
Has the surrounding clamor for more pay for less 
work infected our thinking? When our profession 
deserts its traditions (that have gained it esteem 
to apparently substitute “smart business” for its 
dedicated ideals of trustworthiness, then we are 
far down the road to perdition. Fortunately, but 
a small segment of the members of the Michigan 
State Medical Society are engaged in haggling 
The mayjority—the strong and too often silent 
majority—can correct this situation. It’s high 
time they got busy. Too little and too late is nearly 
too true!—Ratpu A. Jonnson, Detroit Medical 
News, April 21, 1958. 
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OFFICIAL CALL 


The Michigan State Medical Societ will 
onvene in Annual Session in Detroit, Mich- 
igan, September 298-29.30-October 3. 
1958 The provisions of the Constitutior 
ind By-Laws and the Official Program will 
govern the deliberations 


G. W. SLAGLE, M.D 


President 
D. Bruce Wirey, M.D. 


( inctl Chairman 


K. H. Jounson, M.D 


Speaker 





m LichTBopy, M D J. J. Licursopy, M.D. 
Vice Speaker Detroit 
Vice Speaker 
Attest 

L. FerNatp Foster, M.D 


Secretary 











THREE-DAY SESSION OF HOUSE OF DELEGATES 


September 28-29-30, 1 958 


First Meeting—Sunday, 8:00 p.m. 


The 1958 House of Delegates of the Michigan State gates have been spaced to permit the Reference Commit- 
Medical Society will hold a three-day session beginning tees ample time to transact all business referred to them. 
Sunday, September 28, at 8:00 p.m. The business of peace: : Se 
the House of Delegates will be maaan in the Grand SEATING OF DELEGATES 
Ballroom of the Sheraton-Cadillac Hotel, Detroit. “Any Delegate-Elect not present to be seated at 

The House will meet also on Monday, September 29 hour of call of the first meeting may be replaced by 
at 9:00 a.m. and on Tuesday, September 30, at 9:00 a.m accredited Alternate next on the list as certified by 
and at 8:00 p.m Secretary of the component County Society involved.” 
The intervals between meetings of the House of Dele- MSMS By-Laws, Chapter 8, Section 6 
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OUTLINE OF 1958 ASSEMBLY AND SECTION SPEAKERS 
93RD ANNUAL SESSION MSMS 
Detroit, September 30-October 1-2-3, 1958 





Tuesday 

Time September 30, 1958 
A.M. 

9:00- 9:30 


9:30-10:00 


10:00-11:00 | 


11:00-11:30 


11:30- 1:00 
p.m Registration 
begins at 12:00 Noon 
on Tuesday 


Gynecology 
Wiuus E. Brown, 
Little Rock, 


.M. 

2:30 M.D 

Ark. 

2:30- 3:00 Pediatrics 

Watpo E. Netson, M.D. 
Philadelphia, Pa. 


3:00- 4:00 | INTERMISSION TO VIEW 
EXHIBITS 


4:00- 4:30 


Obstetrics 
Ratexw A. Reis, 
Chicago, IIl. 


M.D 


4:30- 5:00 


Gynecology 


Ciayton T. Beecuam, M.D 
Philadelphia, Pa. 


TWO SECTION MEETINGS 


5. 00- 6:00 Obstetric s-Gynecology 
(5:00-6:00 p.m. 


To be Announced 


Pediatrics 
5:00 p.m. followed by dinner 
Wapo E. Netson, M.D. 
Philadelphia, Pa 


INTERMISSION 
| EXH 


| THEODORE 


Wednesday 
October 1, 1958 


Surgery 
Vincent P. Couns, 
Houston, Texas 


M.D 


Surgery 


(To be 


Announced 


INTERMISSION TO 
EXHIBITS 


VIEW 


Anesthesiology 
Joun W. SevertncHaus, M.D 
Bethesda, Md 


Surgical Panel 
James L. Wirson, M.D., 
Moderator 
Ann Arbor, Michigan 


Participants to be Announced 


Dermatology 
Heten O. Currtu, 


M.D 
New York, Y 


Urology 
Ormonp S. Cute, M.D 
Rochester, Minn. 


TO 
XHIBITS 


VIEW 


Dermatology 
K. Law Less, 


Chicago, Ill 


M.D 


Surgery 
To be 


Announced 


FOUR SECTION MEETINGS 


Urology 
5:00-6:00 p.m. 
Ormonv S. Cup, 
Rochester, Minn 


| 
M.D. | 


Surgery 
(5:00-6:00 p.m. 
Vincent P. Co.ins, 
Houston, Texas 


M.D 





Anesthesiology 
5:00-6:00 p.m 
Joun W. SeverincHaus 
Bethesda, Md 





Dermatology-Syphilology 
(5:00-6:00 p.m.) 
Hermann K. Pinkus, M.D 
Monroe, Mich 





7:00 p.m 
Officers Night Dinner Dance 





Thursday 


Friday 
October 2, 1958 


October 3, 1958 
Medicine 


Perrin H. Lono 
Brooklyn, N 


Pediatrics 


To be Announced 


M.D. 


General Practice 


To be 


Pathology 
Joun M. Craic 
Boston, Mass 


INTERMISSION TO 
EXHIBITS 


M.D. 


Announced 


INTERMISSION TO VIEW VIEW 
I 


XHIBITS 

Public Health @ Preventive 
Medicine 

Hucu L. C, Witkerson 
Boston, Mass 


Otolaryngology 
To be 


Announced 


M.D 


Medicine Panel 
Davin J. SaANpDWEISS, 
Moderator 
Detroit, Michigan 
Davio Ap.ersserc, M.D 
New York, N Y 
Henry L. Bocxus, M.D 
Philadelphia, Pa 
ArtTHUR B. Frencu, 
Ann Arbor, Mich 
RicHarp H. MarsHak 
New York ity 
Rosert J. Priest, M.D 
Detroit, Mich 


Nervous @ Mental Diseases 
(11:30-12:00 noon 
SpurGeEON ENGLISH 
Philadelphia, Pa 


M.D., 


Oo M.D 


M.D 


M.D 


Biddle Lecture 
Gastroenterology-Proctology 
Henry L. Bocnus, M.D 

Philadelphia, Pa 


Medicine 
12:00-12:30 p.m 
Harry Goitw, M.D 
New York, { 


Nervous @ Mental Diseases 
Lewis L. Rossins, M.D 
Glen Oaks, N. Y 


Medicine 
(12:30-1.00 p.m 
To be Announced) 
INTERMISSION TO VIEW 

EX 


FINAL INTERMISSION 
XHIBITS 


VIEW EXHIBITS 
(1:00-1:30 p.m.) 


TO 


Ophthalmology 
Aurrep J. Exot 
Toronto, Ont 


rWO SECTION MEETINGS 
M.D 


Occupational Health 
Tuomas L. Suipman, M.D 
Los Alamos, N.M 


Pathology 
p.m. followed 
dinner 
Joun W. Craio, M.D 
Boston, Mass. 


1:30 by 


EIGHT SECTION 


Me dic ine 
MEETINGS 


p.m 
Joun R. Simpson, M.D 
Birmingham, Mich 


Public CLINICS 


Health @& 
Medicine 
5:00-6:00 p.m 

Hucu L. C. WiLKerson 


Boston, Mass 


Prei 


entive 
M.D 


Gastroenterology-Proctology 
5:00-6:00 p.m 


To be 


Oto-Surgical Clinics 
1:00 p.m *“Tympanoplasty”’ 
Harper Hospital 
Memorial Hospital 
Henry Ford Hospital 


Mental Diseases 


Announced 


Nervous @ 
Clinics 
00 p.m. 


Nervous @ Mental Diseases 

5:00-6:00 p.m 

Lewis L. Rossins, 
Glen Oaks, N 


) 


M.D < Lafayette Hospital 
ve 


Ophthalmology Panel | 
(5:00 p.m. followed by dinner) | 
Haroip F. Faris, M.D. 
Ann Arbor, Moderator 

Winpsor S. Davies, M.D 
Detroit, Mich. 

Avrrep J. Exviort, 
Toronto, Ont 


Thursday 
October 2, 1958 


General Practice 
(5:00-6:00 p.m 
(To be Announced) 


M.D 


Occupational Health 
5:00-6:00 p.m.) 
(To be Announced) 


Otolaryngology 
(6:30 p.m. dinner meeting 
(To be Announced 
Radiology 
(5:00-6:00 p.m.) 


next column (To be Announced) 


(Continued 


9:30 p.m, to 12:30 a.m 
State Society Night 
MSMS Entertainment 
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Michigan State Medical Society 


The Ninety-third Annual Session 


SHERATON-CADILLAC HOTEL, DETROIT 
SEPTEMBER 28-29-30; OCTOBER 1-2-3 


INFORMATION 


@ DETROIT WILL BE HOST TO MSMS IN SEP- 


TEMBER, 1958 


@ MSMS HOUSE OF DELEGATES convenes Sunday, 


September 28 at 8:00 p.m., Grand Ballroom, Shera- 
ton-Cadillac Hotel. It will also hold two meetings on 
Monday, September 29 and two meetings on Tuesday, 
September 30. 


@ THE PROGRAM OF THE ASSEMBLY for the 93rd 


Annual Session of the Michigan State Medical Society 
lists guest speakers from all parts of the United States 
and Canada. They are the usual stars in the medical 
world who always grace the podium at annual con- 
ventions of the Michigan State Medical Society; they 
insure a valuable concentrated refresher course in 
all phases of medicine and surgery for the busy prac- 
titioners of Michigan, neighboring states and_ the 
Province of Ontario 


DATES OF SCIENTIFIC ASSEMBLY: Tuesday noon 
through Friday noon, September 30, October 1-2-3, 
1958 


REGISTRATION, Tuesday afternoon (September 30 
through Friday noon (October 3), Fifth floor, Shera- 
ton-Cadillac Hotel. Present your State Medical So- 
ciety, American Medical, or Canadian Medical As- 
sociation membership card to expedite registraticn 


NO REGISTRATION FEE FOR STATE MEDICAL 
SOCIETY AND CMA MEMBERS. 

Doctors of Medicine, who are not members of thei: 
state medical society or the Canadian Medical Asso- 
ciation, will be accorded the privileges of the MSMS 
Annual Session upon payment of a $25.00 registration 


fee 


REGISTER AS SOON AS YOU ARRIVE. ADMIS- 
SION BY BADGE ONLY. 








e DINNER-DANCE, WEDNESDAY, OCTOBER 
1, 1958 
The Officers Night Dinner Dance, to which 
all MSMS members and their ladies are cordial- 
ly invited, will be held in the Book-Casino of 
the Sheraton-Cadillac Hotel, Detroit. Recep- 
tion in Boulevard Lounge, 7:00 p.m.; dinner, 
8:00 p.m. Sponsored by the Michigan State 
Medical Society and its Woman’s Auxiliary. 








e@ CABARET-STYLE 


@ MEMBERS OF MICHIGAN MEDICAL SERVICE 


will meet in annual session, Tuesday, September 30, 
at 2:00 p.m. This meeting will follow the annual 
MMS luncheon will be held in the MMS Headquar- 
ters, 441 E. Jefferson 


ALL SUBJECTS at the MSMS Annual Session are 
applicable to clinical medicine. They stress diagnosis 
and treatment, usable in everyday practice 


POSTGRADUATE CREDITS given to every MSMS 
member who attends MSMS Annual Session 


SIX ASSEMBLIES—15 Section Meetings 


tember 30-October 1-2-3. 


all on Sep- 


@ SECTION MEETINGS will follow the daily Assem- 


blies 


PAPERS WILL BEGIN AND END ON TIME. The 
MSMS scientific meeting always features by-the-clock 
promptness and regularity 


TECHNICAL EXHIBITS will contain much of inter- 


est and value. Two daily intermissions to view the 
exhibits have been arranged 


ec. I. OWEN, M.D., DETROIT, is Chairman of the 


Committee on 
Session 


Arrangements for the 1958 Annual 


DANCE AND ENTERTAIN- 
MENT, with the compliments of the Michigan State 
Medical Society, will be held in the Grand Ballroom 
of the Sheraton-Cadillac Hotel on Thursday evening, 
October 1. All who register will receive a card 
of admission; they and their ladies are cordially in- 
vited to attend, 


SCIENTIFIC ASSEMBLY 
Tuesday-Wednesday-Thursday-F riday 
September 30-October 1-2-3, 1958 


SAVE AN ORDER FOR THE EXHIBITORS AT THE 
MICHIGAN STATE MEDICAL SOCIETY ANNUAL SESSION 
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SUNDAY, SEPTEMBER 28, 


Michigan State Medical Society 
The Ninety-third Annual Session 


SHERATON-CADILLAC HOTEL, DETROIT, SEPTEMBER 28-30, 1958 


HOUSE OF DELEGATES 
ORDER OF BUSINESS* 


1958 


Grand Ballroom, Sheraton-Cadillac Hotel, Detroit 


6:00 p.m.—Registration 


8:00 p.m.—First meeting 


9 


- 
4. 


uw 


~I 


12. 
13. 


*See the Constitution 
the By-Laws, Chapter 8 on “House of 
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Call to Order by Speaker 
Report of Committee on Credentials 
Roll Call 


Appointment of Reference Committees 

(a) On Officers’ Reports 

b) On Reports of The Council 

c) On Reports of Standing Committees 

d) On Reports of Special Committees 

(e) On Constitution and By-Laws 

f) On Resolutions 

g) On Special Memberships 

h) On Rules and Order of Business 

i) On Legislation and Public Relations 

(j ) On Hygiene and Public Health 

(k) On Medical Service and Prepayment Insur- 
ance 

] On Miscellaneous Business 

(m) On Executive Session 

n) On National Defense 


Speaker’s Remarks—K. H. Johnson, M.D., Lan- 
sing 


President’s Remarks—G. W. Slagle, M.D., Battle 
Creek 


and Disaster Planning 


President-Elect’s Remarks—G. B. Saltonstall, 


M.D., Charlevoix 

Annual and Supplemental Reports of The Coun- 
cil—D. Bruce Wiley, M.D., Chairman of The 
Council 


Report of Delegates to American Medical As- 
sociation—W. A. Hyland, M.D., Grand Rapids, 
Chairman 


Brief of Annual Report of Woman’s Auxiliary— 
Mrs. C. Allen Payne, Grand Rapids 


Brief of Annual Report of Michigan State Medi- 
cal Assistants Society—Miss Marlouise Redman, 
Detroit 


Report on Michigan Medical Service 

Awards: 

a) Selection of 
Physician 

(b) Fifty-year Awards 


Michigan’s Family 


Foremost 


Articles IV, VII and XII, and 


Delegates.” 


MONDAY, SEPTEMBER 29, 


1958 


Grand Ballroom, Sheraton-Cadillac Hotel, Detroit 


9:00 p.m. 


14. 
15. 
16. 
17. 


18. 


MONDAY, SEPTEMBER 29, 


Second meeting 


Supplemental Report of Committee on Credentials 
Roll Call 
Resolutions? 
Reports of Committees of the House of Delegates 
Reports of 
1. MSMS Standing Committees 
A) Committee on Postgraduate Medical Ed- 
ucation 
B) Preventive Medicine Committee 
1) Committee on Rheumatic Feve 
Control 
2) Cancer Control Committee 
(3) Maternal Health Committee 
t) Venereal Disease Control Committee 
5 luberculosis Control Committee 
(6) Occupational Medicine Committee 
7) Mental Health Committees 
8) Child Welfare Committee ind Sub- 
committees 
9) Iodized Salt Committe¢ 
10) Geriatrics Committee 
C) Public Relations Committee ind Sub- 
committees 
(D) Ethics Committee 
(E) Legislative Committe: 
2. MSMS Special Committees 


(A) Scientific 
(B) Advisory 
iary 
C) Advisory Committee to 
Medical Assistants Society 
Reports of the Committees of The Coun- 
cil, including Committee on Scientific 
Work, are included in Annual Report of 

The Council 


Radio Committe: 
Committee to Woman's Aux 


Michigan Stat: 


1958 


Grand Ballroom, Sheraton-Cadillac Hotel, Detroit 


8:00 p.m.—Third Meeting 


19. 


Supplementary Report of Committee on Creden- 
tials 


Roll Call 
Unfinished Business 


New Business 


+All resolutions, special reports, and new business shall 
be presented in writing in triplicate (By-Laws, Chapter 


8, Section 10-m 


IMSMS 
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23. Reports of Reference Committees 

a) On Officers’ Reports 
On Reports of The Council 
On Reports of Standing Committees 
On Reports of Special Committees 
On Constitution and By-Laws 
On Resolutions 
On Special Memberships 
On Rules and Order of Business 
On Legislation and Public Relations 
On Hygiene and Public Health 
On Medical Service and Prepayment Insur- 
ance 
On Miscellaneous Business 

m) On Executive Session 

n) On National Defense and Disaster Planning 


TUESDAY, SEPTEMBER 30, 1958 
Grand Ballroom, Sheraton-Cadillac Hotel, Detroit 
9:00 a.m.—Fourth meeting 


24. Supplementary Report of Committee on Creden- 
tials 


25. Roll Call 

26. Unfinished Business 

27. New Business 

28. Supplementary Reports of Reference Committees 
TUESDAY, SEPTEMBER 30, 1958 
Grand Ballroom, Sheraton-Cadillac Hotel, Detroit 

8:00 p.m.—Fifth meeting 


29. Supplementary Report of Committee on Creden- 
tials 


Roll Call 

Unfinished Business 

Supplemental Report of The Council 
Supplementary Reports of Reference Committees 


Elections 
a) Councilors 
lith District—W. M. LeFevre, M.D., Mus 
kegon—Incumbent 
12th District—B. T. Montgomery, M.D 
Sault Ste. Marie—Incumbent 
17th District—W. B. Harm, M.D., Detroit 
Incumbent 
Delegates to American Medical Association 
W. D. Barrett, M.D., Detroit—Incumbent 
W. H. Huron, M.D., Iron Mountain—Incum 
bent 
L. Novy, M.D., Detroit—Incumbent 
Alternate Delegates to American Medical As 
sociation 
Wm. Bromme, M.D., Detroit—Incumbent 
J. R. Rodger, M.D., Bellaire—Incumbent 
G. W. Slagle, M.D., Battle Creek—Incum 
bent 
d) President-Elect 
e) Speaker of the House of Delegates 
(f) Vice Speaker of the House of Delegates 


Adjournment 


1958 


ANNUAL SESSION 





ANNUAL SESSION APPOINTMENTS 
Chairman of Arrangement 
( I. Owen, M.D., Detroit 
Huse of Dilisates. Press Relations Gan 
J. J. Lightbody, M.D.. Detroit. Chairman 
L. Fernald Foster, M.D., Detroit 
K. H. Johnson, M.D.. Lansing 
M. L Lichter, M.D., Melvindale 
C. Allen Payne, M.D., Grand Rapids 
W. S. Reveno, M.D., Detroit 


Sctentific Pre Relation Committee 

H. |} Dibble. M.D Detroit, Chairman 
\. B. Gwinn, M.D., Hastings 

J J Lightbody, M.D., Detroit 

( Allen Payne, M.D., Grand Rapids 
\. E. Schiller, M.D., Detroit 

( L Weston M D . Owosso 











HOTEL RESERVATIONS 
MICHIGAN STATE MEDICAL SOCIETY 


93rd Annual Session 
Detroit, September 30-October 1-2-3, 1958 


The reservation blank below is for your convenience 
in making your hotel reservations in Detroit. Please 
send your application to the Committee on Hotels for 
MSMS Convention, Sheraton-Cadillac Hotel, Detroit, 
Michigan. Mailing your application now will be of 
material assistance in securing hotel accommodations 

As very few singles are available, registrants are re 


quested to co-operate with the Committee on Hotels 
by sharing a room with another registrant, when con- 
venient 


Committee on Hotels, 
Michigan State Medical Society 
c/o Sheraton-Cadillac Hotel 
Detroit, Michigan 
Please make hotel reservation(s) as indicated below 
Single Room(s persons 

Double Room (s tor persons 
['win-Bedded Room(s) for persons 
Arriving Septembe1 hour ] P.M 
Leaving hour ] P.M 
Hotel ot First Choice 

Second Choice 


Names and addressees of all applicants including per- 
sons making reservations: 


Name Address City State 


Date Signature 


Address 
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MSMS HOUSE OF DELEGATES, 1958 


Delegates and Alternates 


(Names of Alternates appear in italics) 


OFFICERS 

K. H. Johnson, M.D., 1116 Mich. Natl. Tower, Lansing 

Speaker 

J. J. Lightbody, M.D., 501 David Whitney Bldg., Detroit 

Vice Speaker 

L. Fernald Foster, M.D., 441 E. Jefferson, Detroit 

Secretary 

Arch Walls, M.D., 17201 W. McNichols Rd., Detroit 

Immediate Past President 

A. Verne Wenger, M.D., 132 Grand Ave. N.E., Grand 
Rapids 


Honorary Member 


ALLEGAN 


L. F. Brown, M.D., 133 E. Allegan, Otsego 
E. B. Johnson, M.D., 144 Brady, Allegan 


ALPENA-ALCONA-PRESQUE ISLE 


E. S. Parmenter, M.D., P.O. Box 192, Alpena 
J. E. Spens, M.D., 123 N. Second Ave., Alpena 


BARRY 
A. B. Gwinn, M.D., 102 East State St., Hastings 


BAY-ARENAC-IOSCO 


D. A. Bowman, M.D., 101 W. John, Bay City 

A. D. Allen, M.D., 101 W. John, Bay City 

W. G. Gamble, Jr., M.D., 2010 Fifth Ave., Bay Cit) 
W. E. Pelczar, M.D., 321 N. Johnson, Bay City 


BERRIEN 
N. J. Hershey, M.D., Box 222, Niles 
D. W. Thorup, M.D., 756 Pipestone, Benton Harbor 


BRANCH 
R, J. Fraser, M.D., 22 W. Pearl, Coldwater 
R. M. Leitch, M.D., 304 N. Broadway, Union City 


CALHOUN 


H. C. Hansen, M.D., 417 Post Building, Battle Creek 

J. W. Hubly, M.D., 25 W. Michigan Ave., Battle Creek 
G. T. Kelleher, M.D., 631 Post Building, Battle Creek 
R. E. Fisher, M.D., 1501 W. Michigan Ave., Battle Creek 


CASS 
S. L. Loupee, M.D., 110 W. Division, Dowagiac 
U. M. Adams, M.D., Marcellus 


CHIPPEWA-MACKINAC 


W. F. Mertaugh, M.D., Central Savings Bank Bldg 
Sault Ste Marie 
E. S. Rhind, M.D. 300 Court Street, Sault Ste Marie 


CLINTON 


F. W. Smith, M.D., 105 S. Ottawa, St. Johns 
J. M. Grost, M.D., 303 E. Walker, St. Johns 


DELTA-SCHOOLCRAFT 


J. R. Dehlin, M.D., 8 S. 11th, Gladstone 
FB H. Fyvie, M.D., 202 S. Cedar, Manistique 


DICKINSON-IRON 


D. R. Smith, M.D., 105 W. A. St., Iron Mountain 
E. R. Addison, M.D., 412 Superior St., Crystal Falls 


888 


EATON 

B. P. Brown, M.D., 339 S. Cochran, Charlotte 
R. E. Landick, M.D., 111 S. Cochran, Charlotte 
GENESEE 

C. W. Colwell, M.D., 328 S. Saginaw, Flint 


F. W. Baske, M.D., 1217 Mott Building, Flint 

G. E. Anthony, M.D., 1015 Detroit St., Flint 

J. E. Wentworth, M.D., 1651 Chevrolet Ave., Flint 
F. D. Johnson, M.D., 653 S. Saginaw, Flint 

L. G. Bateman, M.D., 1928 Lewis St., Flint 

J. C. Benson, Jr., M.D., 402 W. 2nd St., Flint 

W. F. Buchanan, M.D., Fenton 

J. L. Leach, M.D., 3007 Industrial Ave., Flint 


David McTaggart, M.D., 1603 Mott Building, Flint 
GOGEBIC 

W. A. Gingrich, M.D., 109 E. Aurora, Ironwood 

F. J. Santini, M.D., 109 E. Aurora, Ironwood 


GRAND TRAVERSE-LEELANAU-BENZIE 
F. H. Power, M.D., 116 Cass, Traverse City 
C. E. Lemen, M.D., 110 S. Madison, Traverse City 


GRATIOT-ISABELLA-CLARE 
John M. Wood, M.D., 815 E. Maple, Mt. Pleasant 
Edward G. Meyers, M.D., Wolfe Clinic, Alma 


HILLSDALE 
A. W. Strom, M.D., 32 S. Broad, Hillsdale 
L. W. Day, M.D., Jonesville 


HOUGHTON-BARAGA-KEWEENAW 
P. S. Sloan, M.D., 609 Shelden Ave., Houghton 
L. C. Aldrich, M.D., 100 Quincy, Hancock 


HURON 


C. W. Oakes, M.D., Harbor Beach 
R. C. Dixon, M.D., Box 77, Pigeon 


INGHAM 

K. H. Johnson, M.D., 1116 Michigan National Tower, 
Lansing 

L. A. Drolett, M.D., 3526 W. Saginaw, Lansing 

H. W. Harris, M.D., 609 N. Washington, Lansing 

J. M. Wellman, M.D., 301 Seymour, Lansing 

F. L. Troost, M.D., 4378 W. Delhi, Holt 

K. W. Toothaker, M.D., 930 N. Washington, Lansing 

I. E. Silverman, M.D., 1009 E. Michigan Ave., Lansing 

R. E. Kalmbach, M.D., 301 Seymour Ave., Lansing 

P. F. Lange, M.D., 1923 S. Cedar, Lansing 

C. F, Holland, M.D., 125 W. Saginaw, Lansing 


IONIA-MONTCALM 


R. E. Rice, M.D., Box 271, Greenville 
R. E. Campbell, M.D., 340 E. Main, Ionia 


JACKSON 

J. W. Rice, M.D., 421 McNeal, Jackson 

H. W. Porter, M.D., 505 Wildwood, Jackson 
C. R. Lenz, M.D., 405 First, Jackson 

J. P. Bentley, M.D., 404 McNeal, Jackson 


KALAMAZOO 

W. K. Locklin, M.D., 1410 American Bank Bldg., Kala- 
mazoo 

F. C. Ryan, M.D., 507 S. Burdick, Kalamazoo 

W. A. Scott, M.D., 208 Bronson Medical Center, Kala- 
mazoo 

J. G. Malone, M.D., 420 John, Kalamazoo 

D. G. May, M.D., 516 Whites Road, Kalamazoo 

M. D. Verhage, M.D., 228 West Cedar St., Kalamazoo 


TMSMS 
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KENT 
Richard A. Rasmussen, M.D., 1810 Wealthy S.E., Grand 
Rapids 
Frank M. Burroughs, Jr., M.D., 11 S. Wilson, Grandville 
J. Russell Brink, M.D., 50 College Ave. S.E., Grand 
Rapids 
Felix S. Alfenito, M.D., 26 Sheldon Ave. S.E., Grand 
Rapids 
A. Ferguson, M.D., 72 Sheldon Ave. S.E., Grand 
Rapids 
G. R. Schneider, M.D., 1810 Wealthy, S.E., Grand 
Rapids 
J. D. Miller, M.D., 50 College Ave. S.E., Grand Rapids 
i’. C, Beets, M.D., 124 Fulton, East, Grand Rapids 
". W. Jack, M.D., 1810 Wealthy S.E., Grand Rapids 
P. Moore, M.D., 110 Fulton East, Grand Rapids 
A. Notier, M.D., 50 College Ave. S.E., Grand Rapids 
H. Puite, M.D., 26 Sheldon Ave. S.E., Grand Rapids 
R. VandenBerg, M.D., 26 Sheldon Ave. S.E., Grand 
Rapids 
Dale L. Kessler, M.D., 1840 Wealthy S.E., Grand Rapids 
John F. Failing, M.D., 110-116 Fulton E., Grand Rapids 
A. J. Hoffs, M.D., 26 Sheldon Ave. S.E., Grand Rapid 


LAPEER 
H. B. Zemmer, M.D., 311 Clay. Lapeer 
T. K. Buchanan, M.D., 290 S. Almont Auve., Imlay Cit) 


LENAWEE 
G. C. Wilson, M.D., 108 N Jackson St 
W. H. Hewes, M.D., 146 E. Maumee, Adrian 


LIVINGSTON 
H. C. Hill, M.D., 116 N. Michigan, Howell 
L. E. May, M.D., 203 N. Court St., Howell 


LUCE 
T. W. Thompson, M.D., Newberry State Hospital 
Newberry 


R. P. Hicks, M.D., 210 W. John Street, Newberr) 


MACOMB 

Sydney Scher, M.D., 132 Case Avenue, Mt. Clemens 

E. G. Siegfried, M.D., 91 Cass Ave., Mt. Clemens 

E. J. Dudzinski, M.D., 424 Washington St., New Balti- 
more 


J H Jeu ell, M.D., 18215 Utica Road, Roseville 


MANISTEE 

R. R. Garneau, M.D., Mercy Community Hospital, 
Manistee 

E. B. Miller, M.D., 326 First, Manistee 


MARQUETTE-ALGER 
A. S. Narotzky, M.D., Miracle Circle, Ishpeming 
J. R. Acocks, M.D., Morgan Heights San, Marquette 


MASON 


H. G. Bacon, M.D., 101 N. Main, Scotville 
E. B. Boldyreff, M.D., Michigan Vets, FAC, Custer 


MECOSTA-OSCEOLA-LAKE 
Paul Ivkovich, M.D., 111 S. Chestnut, Reed City 
E. H. Kowaleski, M.D., Remus 


MENOMINEE 


J. R. Heidenreich, M.D., Daggett 
H. R. Brukardt, M.D., 534 First, Menominee 


MIDLAND 


H. L. Gordon, M.D., Dow Chemical Company, Midland 
M. J. Ittner, M.D., 217 N. Saginaw, Midland 
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MONROE 


S. N. Kelso, Jr., M.D., 127 E. Front, Monroe 
R. A. Frary, M.D., 423 E. Elm, Monroe 


MUSKEGON 

D. R. Boyd, M.D., 1735 Peck, Muskegon 

H. C. Tellman, M.D., 706 Hackley Union Bulding, 
Muskegon 

W. H. Tyler, M.D., 1435 Peck, Muskegon 

J]. M. Busard, M.D., 503 Liberty Life Building, Muskegon 


NEWAYGO 
J. P. Klein, M.D., 16 West Sheridan, Fremont 
R. E. Paxton, M.D., 40 West Sheridan, Fremont 


NORTH CENTRAL 
L. F. Hayes, M.D., Gaylord 
C. L. Oppy, M.D., Roscommon 


NORTHERN MICHIGAN 
z R Rodger, M.D 9 Bellaire 
Gerald Drake, M.D., 1109 E. Mitchell, Petosk) 


OAKLAND 

E. B. Cudney, M.D., 809 Pontiac State Bank Bldg 
Pontiac 

W. J. Zimmerman, M.D., 253 Washington Square Bldg., 
Royal Oak 

E. W. Bauer, M.D., 22643 Stephenson Hwy., Hazel 
Park 

C. G. Burke, M.D., 1022 Riker Bldg., Pontias 

J. M. Markley, M.D., 839 W. Huron, Pontiac 

H. A. Furlong, M.D.,, 940 Riker Bldg., Pontia 

P. T. Lahti, M.D., 264 Washington Square Bldg., Royal 
Oak 

F. J. Kemp, M.D., 880 Woodward, Pontiac 

F. M. Adams, M.D., 600 N. Woodward, Birmingham 

M. A. Haanes, M.D., 704 Pontiac State Bank Bldg., 
Pontiac 

R. W. Bullard, Jr.. M.D., 5790 M-15-Clarkston 

N. F. Gehringer, M.D., 880 Woodward, Pontiac 

G. N. Petroff, M.D., 1301 Pontiac State Bank Bldg., 
Pontiac 


F. M. Sheridan, M.D., 1307 S. Washington, Royal Oak 


OCEANA 
W. G. Robinson, M.D., 219 State, Hart 
W. R. Mullen, M.D., Pentwater 


ONTONAGON 


D. H. Archibald, M.D., Ontonagon 
W. F. Strong, M.D., Ontonagon 


OTTAWA 
Otto Vander Velde, M.D., 33 West 8th, Holland 
John Kitchel, M.D., 414 Franklin, Grand Haven 


SAGINAW 

A. C. Stander, M.D., 507 Ist Savings & Loan Building, 
Saginaw 

P. Markey, M.D., 808 N. Michigan, Saginaw 

V. Sargent, M.D., 1703 N. Michigan, Saginaw 


J. 
D. 

E C. Galsterer, M.D., 507 Ist Savings & Loan Bldz., 
Saginau 

R. G. App, M.D., 520 West Genesee, Saginaw 

V. V. Bass, M.D., 826 North Michigan, Saginau 


SANILAC 
K. T. McGunegle, M.D., Sandusky 


SHIAWASSEE 
C. L. Weston, M.D., 1226 N. Washington, Owosso 
W. D. Buzzard, M.D., Chesaning 

















ST. CLAIR 


D. A. Koch, M.D.. 310 Water Street, Port Huron 
K. W. Yost, M.D., 1305 Gratiot Avenue, Marysville 


ST. JOSEPH 
S. A. Fiegel, M.D., 111 S. Monroe. Sturgis 
R. J. Fortner, M.D., 137 Portage Ave., Three River 


TUSCOLA 
L. L. Savage, M.D.. 147 W. Lincoln, Caro 
E. N. Elmendorf, M.D., Vassar 


VAN BUREN 
F. J. Loomis, M.D., Paw Paw 
Avison Gano, M.D., 417 Monroe. Bangor 


WASHTENAW 


R. W. Teed, M.D., 215 A. South Main, Ann Arbor 

O. K. Engelke, M.D., Washtenaw Health Department, 
Ann Arbor 

H. F. Falls, M.D., University Hospital, Ann Arbor 

G. H. Bauer, M.D.. 802 First National Building, Ann 
Arbor 

V.M. Zerbi, M.D., 220 Pearl, Ypsilanti 


G. S. Sayre, M.D., 523 W. Cross, Ypsilanti 

H. A, Scovill, M.D., 107 Washtenaw, Ypsilanti 

C. E. Crook, M.D., St. Joseph's Mercy Hospital, Ann 
Arbor 

J. W. Smillie, M.D., St. Joseph’s Mercy Hospital, Ann 
Arbor 

T. G. Kabza, M.D., St. Joseph's Mercy Hospital, Ann 
Arbor 


WAYNE 


C. I. Owen, M.D., 1544 Vinewood Avenue, Detroit 

M. R. Weed, M.D., 1997 East Grand Blvd., Detroit 

H. M. Fuller, M.D., 1553 Woodward Avenue, Detroit 

J. J. Lightbody, M.D.. 1553 Woodward Avenue, Detroit 

E. A. Osius, M.D., 1553 Woodward Avenue, Detroit 

J. G. Molner, M.D., 400 Woodward, Detroit 

R. L. Novy, M.D., 2910 Iroquis, Detroit 

L. J. Bailey, M.D., Medical Concourse, Northland, 
Detroit 

J. B. Blodgett, M.D., 76 W. Adams, Detroit 

G. S. Bates, M.D., 861 Monroe Blvd., Dearborn 

W. S. Reveno, M.D., 3001 W. Grand Blvd., Detroit 

L. R. Leader, M.D., 1553 Woodward Avenue, Detroit 

M. A. Darling, M.D., 3001 W. Grand Blvd., Detroit 

D. I. Sugar, M.D., 17 Brady, Detroit 

M. L. Lichter, M.D., 2900 Oakwood Blvd., Melvindale 

W. S. Carpenter, M.D., 1553 Woodward Avenue, Detroit 

W. W. Babcock, M.D., 18254 Oak Drive, Detroit 

A. D. Ruedemann, Sr., M.D., 1553 Woodward Avenue, 
Detroit 

E. H. Fenton, M.D., 15125 Grand River, Detroit 

C. W. Sellers, M.D.. 2314 W. Grand Blvd., Detroit 

R. V. Walker, M.D., 1553 Woodward Avenue, Detroit 

W. L. Brosius, M.D., 16150 Sorrento, Detroit 

A. E. Price, M.D.. 1553 Woodward Avenue, Detroit 

F. P. Rhoades, M.D., 5057 Woodward Avenue, Detroit 

E. G. Krieg, M.D., 1553 Woodward Avenue, Detroit 

Louis Jaffe, M.D., 18662 Muirland, Detroit 

R. H. Pino, M.D.. 1553 Woodward Avenue, Detroit 

C. L. Straith, M.D., 2605 W. Grand Blvd., Detroit 

D. A. Cameron, M.D., 23401 Ford Rd., Dearborn 

C. K. Hasley, M.D., 1553 Woodward Avenue, Detroit 

R. F. Fenton, M.D., 15125 Grand River. Detroit 

L. S. Fallis, M.D.. 2799 W. Grand. Detroit 

E . Lauppe, M.D., 1551 Woodward Avenue, Detroit 

P Gittins, M.D., 20210 Renfrew Avenue, Detroit 


fey: 
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Gould, M.D., Wayne Co. General Hospital, Eloise 

R. Cooper, M.D., 15610 Linnhurst, Detroit 

T. Costello, M.D., 3001 W. Grand Blvd., Detroit 

G. Bielawski, M.D., 8124 E. Morrow Circle, Detroit 

D. Fryfogle, M.D., Medical Concourse, Northland 

Detroit 

B. M. Hamil, M.D., Henry Ford Hospital, Detroit 

H. B. Fenech, M.D., 10 Peterboro, Detroit 

J. A. Kasper, M.D., 1428 Buckingham Road, Grosse 
Pte 

( L. Candler, M.D., 20040 Mack Avenue. Detroit 

Sidney Adler, M.D., 3011 W. Grand Blvd., Detroit 

4. E. Palmer, M.D., 3919 John R. Detroit 

J. C. Danforth, Jr., M.D., 20175 Mack Avenue, Detroit 

J. A. Witter, M.D., 344 Glendale Avenue, Highland 
Park 

H. F. Dibble, M.D... 1553 Woodward Avenue, Detroit 

E. ¢ Texter, M.D., 7457 Gratiot Avenue, Detroit 

D. C. Young, M.D., 1151 Taylor, Detroit 

D. A. Young, M.D.. 14807 W. MecNichols Rd., Detroit 

Joseph Hickey, M.D., 6004 W. Fort Street, Detroit 

nu Bas Sherman, M D., 10 Peterboro, Detroit 

G. S. Fisher, M.D., 1101 Whittier Avenue, Grosse Pte 

H. W. Henderson, M.D., 17830 E. Warren, Detroit 

E. ] Tallant, M.D., 19324 Westmoreland Rd., Detroit 

F. P. Walsh, M.D., 10 Peterboro, Detroit 

W. G. Belanger, M.D., 1041 Harvard Rd., Grosse Pte 

D. N. Sweeny, Jr.. M.D., 8445 E. Jefferson, Detroit 

L. W. Gardner, M.D.. 6071 W. Outer Drive, Det 

L. W. Korum, M.D., 18585 E. Warren, Detroit 

R. K. Whiteley, M.D., 216 Lakeland Avenue, Detroit 

L. T. Henderson, M.D., 14814 E. Warren, Detroit 

S. E. Chapin, M.D., 125 N. Military, Dearborn 

E. J]. Hammer, M.D., 16616 Mack Avenue, Detroit 

I A. Sokolov, M.D., 3011 WN Grand Blvd., Detroit 

c Ty Sprunk, M.D., 2900 Oakwood Blvd., Melvindale 

I 

( 


S. 
R 
R 
J 
J 


nw 


.. F. Segar, M.D., 10 Witherell, Detroit 
*. L. Coan, M.D., 2336 Van Alstyne Blud., Wyandotte 


A. &. Rogers, M.D., 20451 Mack Ave., Grosse Pte 


C. M. McColl, M.D., 2799 W. Grand Blud., Detroit 
E. C. Long, M.D., 13995 Rutland Avenue, Detroit 

S. S. Wittenberg, M.D., 2306 Oakman Bluvd., Detroit 
M b Rueger, M.D., 86 Hall Place, Grosse Pte 

H. L. Smith, M.D., 16401 Grand River Detroit 

E. A. Irvin, M.D., 3000 Schaefer Rd., Detroit 

( P. Hodgkin on M D.. 17546 Me adou 0d Avenue 


Birmingham 
R. W. DeBusk, M.D., 4160 John R. Street, Detroit 
E. F. Lutz, M.D., 3044 W. Grand Blvd., Detroit 
J. R. Adams, M.D., 14741 Michigan Avenue, Detroit 
J. G. Slevin, M.D., 10 Witherell Street, Detroit 
H. Y. Kasabach, M.D., 1553 Woodward Avenue, Detroit 
M. S. Dennis, M.D., 751 S. Military, Dearborn 
R. P. Lytle, M.D., 10 Peterboro, Detroit 
]. F. McGuire, M.D., 22201 Cherry Hill Road, Dearborn 
J. W. Sigler, M.D., 1356 Greenlawn Blud., Birmingham 
A. B. Levant, M.D., 15715 E. Warren, Detroit 
R. M. Knox, M.D., 9 Saliotte, Ecorse 
H. C. Ree S, M.D., 15700 Mack Avenue, Detroit 
E. E. Weston, M.D., 18101 James Couzens Hwy., 
Detroit 
F. L. Granger, M.D., 14160 Gratiot Avenue, Detroit 
A. H. Hirschfeld, M.D., 829 Fisher Bldg., Detroit 
D. I. Bryan, M.D., 13700 Woodward Avenue, Highland 
Park 
T. Brown, M.D., 13000 Hayes Avenue, Detroit 
W. Rebuck, M.D., 2799 W. Grand Blvd., Detroit 
T. Howell, M.D., 2799 W. Grand Bluvd., Detroit 
G. Cochrane, M.D., 503 Medical Arts Bldg., Detroit 
D. Eaton, M.D., 3011 W. Grand Bluvd., Detroit 
E. Millard, M.D., 2900 W. Grand Blud., Detroit 
V. Smith, M.D., 1716 E. Grand Blvd., Detroit 
A. Kelmenson, M.D., 2035 Glynn Ct., Detroit 
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WEXFORD-MISSAUKEE 


R. V. Daugherty, M.D., 302 E. Chapin, Cadillac 
W. P. Peterson, M.D., Mesick 
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MSMS NINETY-THIRD ANNUAL SESSION 


HOUSE OF DELEGATES—1958 
REFERENCE COMMITTEES AND CREDENTIALS COMMITTEE 


(All meetings of Reference Committee will be held in the 


Sheraton-Cadillac Hotel, Detroit) 


CREDENTIALS COMMITTEE 


J. P. Krew, M.D., Chairman, Fremont 
D. H. ArcutpaLtp, M.D., Ontonagon 
C. G. Burke, M.D., Pontiac 

F. J. Loomis, M.D., Paw Paw 

W. G. Rosinson, M.D., Hart 

L. J. Battry, M.D 


REFERENCE COMMITTEES 
Officers Reports 


M.D., Chairman, Midland 
ALFENITO, M.D., Grand Rapids 

H. G. Bacon, M.D., Scottville 

L. F. Brown, M.D., Otsego 

Louis Jarre, M.D., Detroit 

4. S. NarotzKy, M.D 


H. | 
F. S 


GORDON 


Ishpeming 
Reports of The Council 


B. BLopcett, M.D., Chairman, Detroit 
R. Hewenreicu, M.D., Daggett 
lr. McGunecre, M.D., Sandusky 
C. Texter, M.D., Detroit 
4 L WESTON, M.D., Owosso 
{. B. Zemmer, M.D., Lapeer 


Reports of Standing Committees 


G. M. Kriec. M.D... Chairman, Detroit 
D. AttEN. M.D., Bay City 

V. DauGuHarty, M.D., Cadillac 

R. Garneau, M.D., Manistee 

». A. Kocn, M._D., St. Clair 


A 
R 
R 


E 
I 


Reports of Special Committees 


). W. THoorup, M.D., Chairman, Benton Harbor 
R. T. Costetto, M.D., Detroit 

). A. Fiecer, M.D., Sturgis 
R. J 
4 


5 
Fraser. M.D., Coldwater 
I :. Hitt, M.D., Howell 


Constitution and By-Laws 
A. B 
E. S 
L. L 


SYDNEY 


Gwinn, M.D., Chairman, Hastings 
PARMENTER,. M.D., Alpena 

SavacE, M.D.. Caro 

Scuer, M.D., Mt. Clemens 


Resolutions 


E. A. Osius. M.D.. Chairman, Detroit 
C. W. Cotwe tt, M.D., Flint 

W. A. Ginoricu, M.D., Ironwood 
Paut IvKovicu, M.D., Reed City 
W. F. Mertaucnu. M.D., Sault Ste 
J. M. Wetiman, M.D., Lansing 


Mar 1¢e 


Rules and Order of Business 


4. C. Stanper, M.D., Chairman, Saginaw 
B. P. Brown, M.D., Charlotte 
J. D. Fryrocie, M.D., Detroit 
S. L. Louprr, M.D., Dowagiac 


Legislation and Public Relations 


HaNnsEN, M.D., Chairman, Battle Creek 
ANTHONY, M.D., Flint 

W. W. Bascock, M.D., Detroit 

C. W. Oakes, M.D., Harbor Beach 

me SLOAN, M.D 2. Houghton 

R. W. Teep, M.D., Ann Arbor 


June, 1958 


|, 
G. E 


Assistant Parliamentarian, Detroit 


Hygiene and Public Health 
O. K. EnGe.Ke, M.D., Chairman, Ann Arbor 
J. G. Motner, M.D., Detroit 
D. R. SmitrH, M.D., Iron Mountain 
r. W. THompson, M.D., Newberry 


Medical Service and Prepayment Insurance 


LicuTter, M.D., Ghairman, Melvindale 
Fatuts, M.D., Detroit 

FurLonc, M.D., Pontiac 

H. W. Harris, M.D., Lansing 

F. C. Ryan, M.D., Kalamazoo 

OrtTo vAN DER VELDE, M.D., Holland 

G. C. Wirson, M.D., Clinton 


M. L 
L. § 
H. A 


Business 
Johns 


Miscellaneous 


F. W. Smirn, M.D., Chairman, St 
J. R. Deut, M.D., Gladstone 

R. F. Fenton, M.D., Detroit 

J. W. Rice, M.D., Jackson 

J. R. Ropcer, M.D., Bellaire 


Special Memberships 


H. Fenton, M.D Detro 
H. Power, M.D., Traverse City 

E. Rice, M.D., Greenville 

W. Strom, M.D., Hillsdale 


Chairman, 


National Defense and Disaster Planning 


R. Leaver, M.D., Chairman, Detroit 

C. Beets, M.D., Grand Rapids 

K. Hastey, M.D., Detroit 

N. Ketso, Jr., M.D., Monroe 

Executive Session 

J. Batrtey, M.D.. Chairman, Detroit 
R. Boyp, M.D., Muskegon 

W. A. Scott, M.D., Kalamazoo 

J. M. Woop, M.D., Mt. Pleasant 


Press Committee 


J. J. Licutsopy, M.D., Chairman, Detroit 
L. FERNALD Foster, M.D., Detroit 

K. H. Jounson, M.D., Lansing 

M. L. Licuter, M.D., Melvindale 

C. ALLEN Payne, M.D., Grand Rapids 


OTHER HOUSE OF DELEGATES COMMITTEES 
Special Committee on Committees 


G. B. SALTONSTALL, M.D., Chairman, Charlevoix 
L. Fernatp Foster. M.D., Detroit 

K. H. Jonnson, M.D., Lansing 

G. W. Stacie, M.D., Battle Creek 

D. Bruce Witey, M.D., Utica 


Permanent Advisory Committee on Fees 


G. C. Penspertuy, M.D., Chairman, Detroit 
J. F. Beer, M.D., St. Clair 

M. A. Daruinc, M.D., Detroit 

H. F. Faris, M.D., Ann Arbor 

W. M. LeFevre, M.D., Muskegon 

M. L. Licuter, M.D., Melvindale 








Michigan’s Department of Health 


Albert E. Heustis, M.D., Commissioner 





TEXAS-MICHIGAN PUBLIC HEALTH SERVICE MIGRANT PROJECT 


One year ago, at a meeting in Washington, representa- 
tives of the Michigan and Texas State Health De- 
partments and the United States Public Health Service 
reached agreement on the need for organizing an Inter- 
state Study Project on the health needs of migrant 
workers. That project is now operative in Michigan 

The purpose of the project is to explore the prob- 
lems of communities in providing health services for 
migrants both in their home-base and in their temporary 
northern work areas, and to develop and test techniques 
for dealing with these problems. 

Headquarters for the home-base phase of the study 
is Laredo, in Webb County, Texas. Texas Employment 
Commission records show that about 45 crews totalling 
more than 600 persons had gone from Laredo to Mi- 
chigan under their auspices in 1957. An analysis of 
the itineraries of these crews showed that four counties 
in Michigan tended to be points of concentration al- 
though fewer than 100 Laredo-based migrants were in 
any of these counties at one time. The four counties 
were Ingham, Montcalm, Newaygo, and Oceana. In 
addition, Lenawee and Monroe counties had relatively 
large numbers of Laredo workers for short periods in 
August and September. The records reviewed do not 
include persons recruited by the Michigan Sugar Com- 
pany or who got jobs on their own 

In brief, the plan includes the following features: 

1. So far as possible, each migrant going to Michigan 
from this recruiting center has been given a_ health 
appraisal. At the same time, he has been given a 
health record and-instructions about its use. Every 
effort was made to get follow-up care completed as 
far as possible before the migrant left for Michigan. 

2. Contact with the migrants has been made through 
the crew leaders with the co-operation of the recruiting 
agencies: the Texas Employment Commission and the 
Michigan Sugar Company. Including workers and all 
dependents, the number of migrants contacted is esti- 
mated at about 1,000 and they travel in from 60 to 80 
crews. 

3. A small group of migrants with identified health 
problems requiring follow-up care at the time of leaving 
Webb County have been selected for special study during 
the Michigan phase. 

4. The field director was assigned to temporary duty 
in Laredo starting early in December. While in Texas, 
he functioned as a representative of the Texas State 
Department of Health until the processing of migrants 
had been completed and the exodus begun. Following 
the Texas phase, the field director was transferred to 
temporary duty in Michigan. Here he has similar re- 
sponsibility for following up the procedures originated 
in the Texas phase of the project. 
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5. Costs of the field director's travel and other 
project costs within each state are met by the state 
involved: interstate travel for the field director is 
financed by the Public Health Service 


6. Correspondence concerning the project but not 
involving policy is sent direct with informational copies 


to the State and Regional offices concerned 


7. Data on crew itineraries showing work areas in 
Michigan is forwarded to Michigan as it becomes avail- 
able 


8. Information about work schedules in intermediate 
states is also obtained as soon as possible so that con- 
sideration can be given to the development of this 


phase of the project by central office personnel 


9. A pre-season field trip to Michigan was made by 
the field director and others from the Public Health 
Service (regional and central offices) in March in ad- 
vance of the transfer of the field director, after the 
destination of Michigan-bound migrants was known. 
This field trip provided an opportunity for further plan- 
ning and preparation for the Michigan phase and for 
discussion of plans for using the field director as a part 
of the Michigan Department of Health staff 


10. Each phase of the project has been so designed 
that comprehensive evaluation of its effectiveness is 
possible. This includes obtaining the suggestions and 
opinions of various participants—health workers, crew 
leaders, migrants, employment service personnel and 
others—as well as statistical analysis of the information 
available from a reappraisal of the migrants and their 


health record at the end of the migratory cycle 


HEALTH SHOWS ON RADIO 


AMA’s health messages are reaching the American 
A glance at the latest Bureau of 
Health Education report shows that 574 sets of AMA 
transcriptions were in the hands of local broadcasters 
throughout the country on April 28, 1958. Since there 
are thirteen programs in each set, this represents ap- 


people via radio 


proximately 7,500 local broadcasts which have been, are 
being, or will be made from these transcriptions. Some 
of the most popular series include “Menu for Health” 
(forty-five sets), “Harmony and Health” (forty-six sets), 
and “Interlude” (twenty-eight sets). Not included in 
these figures are the monthly platters entitled, “Health 
Magazine of the Air.” 
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PROTEIN DEPLETION REVERSED 


* 


the clinical results are positive when 


NILE VAR sive positive nitrogen balance 


The anabolic effects of Nilevar are quickly manifest both to the patient 
and to the attending physician. 





When loss of nitrogen delays postsurgical recovery or stalls 
convalescence after acute illness and in severe burns and trauma, 
Nilevar has been found to effect these responses: 


¢ Appetite improves e The patient feels better 
e Weight increases e The patient recovers faster 


Similarly Nilevar helps correct the “protein catabolic state” associated 
with prolonged bed rest in carcinomatosis, tuberculosis, anorexia nervosa 
and other chronic wasting diseases. 


Nilevar is unique among anabolic steroids in that 
androgenic side action is minimal or absent in appropriate dosage. 


Nilevar (brand of norethandrolone) is supplied as tablets of 10 mg. and 
ampuls (1 cc.) of 25 mg. The dosage of both forms is from 10 to 50 mg. daily. 


Research in the Service of Medicine. 


G. D. SEARLE & CO., CHICAGO 80, ILLINOIS 


‘ 95 
June, 1958 . 
' Say you saw it in the Journal of the Michigan State Medical Society 
























In Memoriam 





STANLEY E. CONDON, M.D., forty-one, Gross 
Pointe Woods physician, died April 5, 1958, of a stroke 

Doctor Condon was a 1942 graduate of Wayne State 
University School of Medicine, interned at Los Angeles 
County Hospital and had practiced in Detroit about 
fifteen years 


SYDNEY I. FOLEY, M.D., sixty-six, Flint radiologist, 
lied March 12, 1958. 

A native of Howe Island, Ontario, Doctor Foley re- 
ceived his medical degree from Queens University in 
Ontario in 1914. He completed his internship at Co- 
lumbia University Hospital in 1916 and his residenc« 
training at Lying-In Hospital, New York City, in 1917 

He served as a captain in the Canadian Army medical 
corps from 1917 to 1919, following which he moved 
to Flint in 1920 where he engaged in general practice 
In 1930 his interest in radiology led him to do work 
at the University of Pennsylvania. Upon his return to 
Flint in 1931, he began the radiology department at St 
Joseph Hospital. 

He was a member of St. Michael Catholic Church, 
the Knights of Columbus and Elks. 


CLARENCE M. MERCER, M.D., seventy-five, Battl 
Creek physician, died April 11, 1958, of a heart ail- 
ment 
Born in Eureka, California, Doctor Mercer first came 
to Battle Creek in 1903 as a student of the American 
Medical Missionary College, but after two years trans- 
ferred to Jefferson Medical College in Philadelphia 
where he received his medical degree in 1907. Aftet 
his internship at Sequoia Hospital, Eureka, California 
he became chief surgeon at the Humboldt County Hos- 
pital. Then followed graduate work in the New York 
Postgraduate School and the Lying-In Hospital in which 
he established his specialties in surgery and diagnosis 
before returning to Battle Creek in 1919. 

Active in the Seventh-Day Adventist Church, Doctor 
Mercer was a Life Member of Battle Creek Commandery 
No. 33, Knights Templar and the Saladin Shrine Temple. 














FRANK L. MORRIS, M.D., seventy-one, Cass City 
physician, died March 17, 1958. A graduate of De- 
troit College of Medicine in 1910, Doctor Morris had 
practiced in the Thumb area for almost 48 years. He 
opened the Morris Hospital in 1926, and although he 
sold the institution ten years ago, he has maintained an 
office there 


Three years ago Doctor Morris was honored by Cass 
City residents for forty-five years of service to the com 
munity and recalled at that time his many horse-and- 
buggy trips to care for patients. Once he pumped a 


handear on railroad tracks for 12 miles to see a patient 


JOHN H. McEWAN, M.D., sixty-eight, Bay City 
physician, died March 14, 1958, after an illness of two 


months 


Born in Bay City, he started his practice in 1919 
after serving as a captain in the U. S. Medical Corps 


in World War I 


Doctor McEwan received his medical degree from 
the University of Michigan in 1913 and interned at 
Harper Hospital, Detroit He was a member of Ph 


Chi fraternity 


FRANKLYN A. RICE, M.D., seventy-two, Niles 
physician, died April 9, 1958. Doctor Rice, whose long 


medical career was marked by service in both world 


wars (he was a retired Army Colonel), was born in North 
Olmstead. Ohio He took his medical education at 
Western Reserve University, Cleveland, Ohio 


Doctor Rice had been associated in private practice 
with his son, Franklin Gilbert Rice, M.D., in Niles, 
since his retirement from the service in 1947. His 
activities in civic affairs included serving as chief of 
staff at Pawating for two years, as director of the Ber- 


rien County medical branch of civilian defense and 


activities in the Red Cross and American Cancer Society 








DAY BOOKS 
APPOINTMENT BOOKS 

CASE RECORDS 

PATIENT’S ACCOUNT CARDS 

INCOME AND EXPENSE LEDGERS 

All Adapted to YOUR Needs by Experienced PM Managers 
WRITE OR CALL FOR INFORMATION 


” P R 0 F E S S l 0 n x L Security Bank Building — Battle Creek 
em ANAGEM ENO JT SAGINAW — GRAND RAPIDS — DETROIT 


Pa eae i ba haa) ee Le eae = Afflicted Offices in Other Cities 
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TRIAMINIC stops rhinorrhea, congestion and 
other distressing symptoms of summer allergies, 
including hay fever. Running nose, watery eyes 
and sneezing are best relieved by antihistamine 
plus decongestant action — systemically — with 
TRIAMINIC. 


This new approach frequently succeeds where 
less complete therapy has failed. It isnot enough 
merely to use histamine antagonists; ideally, 
therapy must be aimed also at the congestion of 
the nasal mucosa. Triaminic provides such ef- 
fective combined therapy in a single timed- 
release tablet. 


TrRIAMINIC brings relief in minutes—lasts for 
hours. Running noses stop, congested noses 
open—and stay open for 6 to 8 hours. 


Triaminic provides around-the-clock 
freedom from allergic congestion with 
just one tablet t.idd. because of the 
special timed-release design. 


first—3, to 4 hours of relief 
from the outer layer 


then—3 to 4 more hours of relief 
from the inner core 


Dosage: One tablet in the morning, mid-after- 
noon and at bedtime. In postnasal drip, one 
tablet at bedtime is usually sufficient. 


Each timed-release TRIAMINIC Tablet contains: 


Phenylpropanolamine HCl 


Pheniramine maleate 
Pyrilamine maleate 


50 mg. 
25 mg. 


25 mg. 


TRIAMINIC FOR THE PEDIATRIC PATIENT 


TRIAMINIC Juvelets*, providing easy-to-swal- 
low half-dosages for the 6- to 12-year-old child, 
with the timed-release construction for pro- 
longed relief. 


*Trademark 


TRIAMINIC Syrup, for those children and 
adults who prefer a liquid medication. Each 
5 ml. teaspoonful is equivalent to 4 Triaminic 
Tablet or 4% Triaminic Juvelet. 


‘Triaminic 


SMITH-DORSEY «a division of The Wander Company + Lincoln, Nebraska « Peterborough, Canada 
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NEWS MEDICAL 





MICHIGAN AUTHORS 


Martin J. Urist, M.D., South Haven, is the author 
of an article entitled “The Effect of Asymmetrical Hor- 
izontal Muscle Surgery,” published in A.M.A. Archives 
of Ophthalmology, February, 1958 

Steven J. Figiel, M.D., Leo S. Figiel, M.D. and Des- 
mond K. Rush, M.D., Detroit, are the authors of an 
article entitled “Study of Colon by Use of High-Kilo- 
voltage Spot-Compression Technique,” read before the 
Section on Radiology at the 106th annual meeting of 
the American Medical Association, New York, June, 
1957, and published in The Journal of the American 
Medical Association, March 15, 1958. 

Frederic B. House, M.D. and Sylvester J. O'Connor, 
M.D., Ann Arbor, are the authors of an article entitled 
“Specific Management for Lumbar and Sacral Radiculli- 
tis,” read before the Section on Physical Medicine at the 
106th annual meeting of the American Medical Asso- 
ciation, New York, June, 1957, and published in The 
Journal of the American Medical Association, March 15, 
1958. 

M. Wyatt Haisten, M.D., and Jack S. Guyton, M.D., 
Detroit, are the authors of an article entitled “Cyclo- 
presented before the 16th 


dialysis with Air Injection,” 
clinical meeting of the Wilmer Residents Association in 
April, 1957, and published in A.M.A. Archives of Oph- 
thalmology, April, 1958. 

Ned I. Chalat, M.D., Detroit, is the author of an 
article entitled “Synovial Otorrhea,” published in A.M.A 
Archives of Otolaryngology, April, 1958 

John M. Hammer, M.D., Patrick H. Seay, Ph.D., 
Richard L. Johnston, D.V.M., Kalamazoo, Edward J. 
Hill, M.D,. and Frank W. Prust, M.D., Detroit, are the 
authors of an article entitled “Reinforcement of Vascular 
Grafts with Viable Intestinal Segments,” published in 
A.M.A. Archives of Surgery, April, 1958 

Philip J. Huber, M.D., Detroit, is the author of a 
paper entitled “Neurosurgical and Neurological Aspects 
of Industrial Trauma,” presented at the Michigan In- 
dustrial Association annual meeting, 1957, in Detroit, 
and published in Industrial Medicine and Surgery, April, 
1958. 

William J. Fulton, M.D., Detroit, is the author of an 
article entitled “Medical Department Layout and De- 
sign,” published in Industrial Medicine and Surgery, 
April, 1958 

Carey P. McCord, M.D., Ann Arbor, is the author 
of an article entitled “The Toxic Properties of Some 
Timber Woods,” published in Industrial Medicine and 
Surgery, April, 1958 

Harry Kashtan, M.D., Giovanni Chiappe, M.D., and 
S. R. Scheinberg, M.D., Detroit, are the authors of an 
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article entitled “Staphylococcus Enteritis and Pseudo- 
membranous Enterocolitis,’ published in Harper Hos- 
pital Bulletin, January-February, 1958 

Herbert Rosenbaum, M.D., Detroit, is the author of 
an article entitled “Selections—1957 Session of the 
American Heart Association,” published in Harper Hos- 
pital Bulletin, January-February, 1958. 

Luther R. Leader, M.D., Detroit, is the author of 
an article entitled “Present-Day Treatment of Diverticu- 
litis of the Colon,” published in Harper Hospital Bulletin, 
January-February, 1958. 

George Moriarty, M.D., Aaron Farbman, M.D., Philip 
Huber, M.D., Warren Babcock, M.D., Ethelbert Spur- 
rier, M.D., Irving Kurtz, M.D., Garnet Ice, M.D., 
Raymond Husband, M.D., Louis Gariepy, M.D., Juan 
Chiappe, M.D., Laurence Linkner, M.D., John Skinner, 
M.D., and Aran Johnson, M.D., Detroit, are the au- 
thors of an article entitled “Gems and Stratagems 
11 1957 Meeting, American College of Surgeons,” 
published in Harper Hospital Bulletin, January-Febru- 
ary, 1958 

Jay C. Ketchum, Executive Vice President, Michigan 
Medical Service, is the author of an article entitled 
“Blue Shield Yesterday, Today and Tomorrow,” pub- 
lished in The Journal of the Florida Medical Association, 
March, 1958 

William J. Fulton, M.D., Detroit, is the author of an 
article entitled “Medical Department Layout and De- 
sign,’ published in Industrial Medicine and Surgery, 
March, 1958 

Edwin M. Knights, Jr., M.D., Flint (formerly of 
Detroit) is the author of an article entitled ‘“Ultra- 
microanalytic Methods Now Adaptable to Hospital Use,” 
published in The Journal of the American Medical As- 
sociation, March 8, 1958 

Gordon C. Brown, Sc.D., Donald C. Smith, M.D., 
Ann Arbor, Winston B. Prothro, M.D., Grand Rapids, 
and Robert E. Rowe, M.D., Port Huron, are the au- 
thors of an article entitled “Duration of Serimmunity 
after Poliomyelitis Vaccination,” published in The Jour- 
nal of the American Medical Association, April 19, 
1958 

Samuel J. Levin, M.D., and Philip Adler, M.D., De- 
troit, are authors of an original article “Prednisone in 
the Treatment of Allergic Diseases in Children,” which 
appeared in the AMA Journal of Diseases of Children, 
February, 1958. 

D. C. Smith, M.D., Ann Arbor, W. B. Prothro, M.D., 
Grand Rapids, and R. E. Rowe, M.D., Port Huron, are 
coauthors of an original article “Duration of Serio- 
immunity after Poliomyelitis Vaccination” which ap- 
peared in JAMA of April 19, 1958, page 1960. 

(Continued on Page 898) 
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Provides balanced 
nutritional values 


@ Fibre-free HYPOALLERGENIC formula. 


@ An excellent formula for regular 
infant feeding. 

@ An ideal food for milk allergies, 
eczema and problem feeding. 
SOYALAC helps solve the feeding problem of 
prematures and infants requiring milk-free diet. 
Strikingly similar to mother’s milk in composition 
and ease of assimilation, babies thrive on SOYALAC, 
Clinical data furnish evidence of SOYALAC’S value 

in promoting growth and development 


Protein of high biologic value is obtained from the 
soybean by an exclusive process 


lg 


ree Booklet a nd, Samples 


A request on your professional letterhead or prescription form 
will bring to you complete information, and a supply of 
samples. Please address the Loma Linda Food Company, 
Arlington, California, or Mount Vernon, Ohio. 


Medical Products Division 


LOMA LINDA FOOD COMPANY 


ARLINGTON, CALIFORNIA + MT. VERNON, OHIO 
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(Continued from Page 896 

The annual Coller-Penberthy Medical Conference 
will be held this year in Traverse City on Thursday 
and Friday, July 24 and 25 

* 7 * 

Joseph N. Schaeffer, M.D., of Peoria, Illinois, has 
been appointed Special Professor of Physical Medicine, 
Wayne State University College of Medicine. He has 
also been named recently as Director of the Rehabilita- 
tion Institute of Metropolitan Detroit. The appointment 
became effective May 3, 1958. Dean Gordon H. Scott, 
in announcing the appointment, said, ““The importance 
of physical and rehabilitation medicine has been growing 
in the last fifteen years and is now a must in modern 
medical education.” Dr. Schaeffer graduated from Ohio 
State University’s medical school in 1940 and _ served 
in the United States Air Force from 1942 to 1954. H 
served a residency at Percy Jones Army Hospital in 
Battle Creek, and took specialized training in physical 
medicine at the Mayo Clini 

* * » 

M. K. Newman, M.D., Detroit, presented a talk before 
the Windsor Chapter of the Canadian Physical Therapy 
Association, April 9, 1958. The title of his talk was 
“Muscle Weakness and Atrophy.” On April 10, 1958, 
he presented another paper before the Conference of 
Physical Medicine and Rehabilitation, Veterans Admin- 
istration Hospital, Cincinnati, Ohio This talk was 


entitled, “‘“New and Promising Program Facets and De 
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velopments for Physical Medicine and Rehabilitation tn 
the Veterans Administration 
+ * o 

Newly elected officers of the United States Section, 
President, Dh 
Edward L. Compere, Chicago; president-elect, Dr. Harry 
E. Bacon, Philadelphia; first vice president, Dr. Neal 
Owens, New Orleans; vice presidents, Drs. Alexande: 
Brunschwig, New York Arthur Steindler, Iowa City 
Horace E. Ayers, New York; Francis L. Lederer, Ch 
cago; David Allman, Atlantic City; Gilbert F. Douglas 
Birmingham; Moses Behrend, Philadelphia; Earl J. Halli 
gan, Jersey City, and Gershom J. Thompson, Rochester, 
Minnesota; secretary, Dr. Karl A. Meyer, Chicago; treas 
urer, Dr. Oscar B. Nugent, Chicago; honorary chau 


International College of Surgeons, are 


man of qualification, credentials and examination coun 
cil, Dr. W. Wayne Babcock, Philadelphia; chairman of 
board of trustees, Dr. Claude J. Hunt, Kansas City, 
Missouri 

W. L. Lowrie, M.D., Detroit, is Chairman of the 
Clinical Society of the Michigan Diabetes Association 
and Walter | Anderson, M.D., Detroit, is Program 
Chairman 

* * = 

The Michigan Academy of Physical Medicine and 
Rehabilitation Officers are: President--James W. Rae, 
M.D.. Ann Arbor; Secretary——-Leonard F. Bender, M.D., 
Ann Arbor 


Continued on Page 901 
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wh D) Wine 


in Diabetes? 





To the physician faced with the treatment of 

diabetes, as well as to the diabetic sufferer on a necessarily 
restricted diet, it 1s reassuring that palatable dry table 
wines can be used safely to add a much needed 


sparkle and enjoyment to meals. 


Wine can serve as an excellent and regular source of 
energy, which does not require the participation of insulin. 
Wine has a sparing action on fats and proteins, 

is not converted into glucose or fatty acids, and, therefore, 


is neither ketogent nor anti-ketogenic. 


Caloric Values of California Wines — Studies 
have shown that the average diabetic can oxidize from 7 to 
10 cc. of alcohol per hour without producing 


any toxic or other undesirable symptoms. 


Typical California table wines — except for 

sweet sauternes — yield from about 90 to 100 calories 

per 100 cc.; champagnes and other dry sparkling 

wines yield from 100 to 140 calories, while dry sherries, 
dry Vermouths and other miscellaneous.wines will 

yield about 160 calories and up to 250 


in case sweet Vermouth is used. 


A table giving the composition and energy value of wines, suitable for the 
calculated diabetic diet, will be supplied on request. 

You can make this request when writing for your copy of ‘‘Uses of Wine in Medical 
Practice’ to Wine Advisory Board, 717 Market Street, 

San Francisco 3, California. 
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PENETRATES IN CONSTIPATION 


TO SOFTEN STOOLS WITHOUT TISSUE DEHYDRATION 
AND MAKE THEM MOVE WITHOUT STRAINING 


— KONDREMUL 


COLLOIDAL EMULSION OF MINERAL OIL AND IRISH MOSS {patch | 


PROVEN SAFE...EFFECTIVE + IN PREGNANCY - IN 
CHILDHOOD ~+ IN MIDDLE-AGED PATIENTS + IN ELDERLY 
PATIENTS +» THROUGH MORE THAN 25 YEARS OF USE 


AVAILABLE in three pleasant-tasting formulas: 
for the average patient 
KONDREMUL (Plain) 
containing 55% mineral oil. Bottles of 1 pint 
for more hypotonic cases 
hi \ KONDREMUL WITH CASCARA 
EASES EVACUATION (SS 0.66 Gm. non-bitter Ext. Cascara per tablespoonful 
OFA Bottles of 14 fl.oz. 
for more resistant constipation 
—— ———— of KONDREMUL WITH PHENOLPHTALEIN 
TRU ONS ‘OF IAUTS OF 0.13 Gm. (2.2 gr.) phenolphthalein per tablespoonful. 


globules by Irish moss 
assures complete pene- Bottles of 1 pint. 


trant diff | 
rant diffusion in stools THE E. L. PATCH COMPANY Stoneham, Massachusetts 


70 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


ADDS FORMED BULK 


{ 
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M.D., Ne 
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M.D... New York 
Robert C. Horn, 
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NEW 3-WAY “PICKUP” 
FOR APPREHENSIVE AND/OR 
HYPERTENSIVE PATIENTS 


NEO-SLOWTEN 


(patch) 
A TRANQUILIZING COMBINATION 


relieves anxiety, irritation, fatigue 


reduces mild elevated blood 
pressure 


refreshes neural tone 


EACH WHITE, SCORED TABLET CONTAINS: 


Phenobarbital ‘ - 16.2 mg. (% gr.) 
Warning: May be habit-forming 
Reserpine -%s 0.1 mg. 
Thiamine hydrochloride 5.0 mg. 


suppLieD: Bottles of 100 scored tablets. 
(patch | THE E. L. PATCH COMPANY 
BS ater J 


Stoneham, Massachusetts 
70 YEARS OF SERVICE 


TO THE MEDICAL PROFESSION 
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imtroducing the latest model 


BIRTCHER 
ULTRASONIC UNIT 


MEGASON VI 


MORE THAN 1,000,000 CASES PROVE VALUE OF ULTRASONIC THERAPY 


As a result of intense laboratory and clinical investigation ultrasonics 
has taken its place as a clinically tested and proved therapy. More 


. . 
lightweight than 1,000,000 patients have been treated with ultrasound over the 


past 10 years for conditions ranging from asthma to Herpes zoster 
GP and specialist alike have reported favorable to excellent results 


compact, full power in the more than 3,000 papers published to date in medical journals 


on the subject 
A copy of the new book ‘Medical Ultrasonics in a Nutshell” will 
priced at only $3 50.00!" be sent you FREE on request 
Or call us for a demonstration 
SPECIFICATIONS 


Crystal Area: 5 em’ NOBLE-BLACKMER, Inc. 


Output: 3 watts/cm? "Te . 
Weight: 25 ibs 267 W. Michigan Ave., Jackson, Mich. 


Size: HI"xI7i2"xI1" *fully portable aluminum model with storage lid slightly higher 


Continued from Page 901) Steele, M.D., Paw Paw, were recently presented with 
fifteen-year service certificates from the Van Buren 
County Selective Service Board. Other Van _ Buren 


phia. The Clinic was co-sponsored by Mr. Donald E 
Johnson, Flint, Vice-President of The American Cancer is j . 
Society and an honorary member of MSMS County doctors of medicine who received similar cer- 


aa  & tificates were M. W. Buckborough, M.D., and John 
\. Grant Clarke, Past President of the Medical Ex- Itzel, M.D., of South Haven, and F. M. Boothby, M.D 


hibitors Association and long-time friend of the Michi- of Lawrence 
gan State Medical Society, died suddenly April 23 in ae 
New York City. For some twenty years, Grant Clarke A. A. Claytor, M.D., Saginaw, was recently honored 
attended practically every annual session of the Mi- by a reception in recognition of his appointment to 
chigan State Medical Society as Executive of Wm the Board of Directors of the Virgin Islands. Held 
Esty & Co. and more recently of Lennen & Newell in Saginaw at the Bancroft Hotel, the affair was at- 


Inc, Maw Woek (hw tended by about 150 persons including city, county 
* * @ and schools officials, state legislators and U.S. Senator 


Charles E. Potter Congratulations, Doctor Claytor! 


The University of Illinois College of Medicine, De- . se, 


vartment of Otolaryngology, announces its anual As- re . . 
| BY; : Annual W. S. Martin, M.D., Ludington, was honored recently 


sembly in Otolaryngology, September 29 through Oc- as biti 
ae 8 with a Certificate of Appreciation from the Mason 


tober 5, 1958. For information, write the department 
at 1853 West Polk Street, Chicago 12, III. 


* * * 


County Selective Service Board in recognition of his 
outstanding public service to the nation 
* * * 
H. M. Nelson, M.D., Detroit, Chairman of the Mi- The Second Oklahoma Colloquy on Advances in 
chigan Cancer Co-ordinating Committee and Past Presi- Medicine will be held November 12-15, 1958, at the 
dent of the American Cancer Society, addressed the University of Oklahoma School of Medicine, Oklahoma 


Saginaw Valley Public Health Association in Midland City. For information and registration data, write the 


on April 24. His subject was “Progress in Control of Division of Postgraduate Education at the University 
Cancer Through Research.” - va “Ss 

niente tel Otto O. Beck, M.D., Birmingham, and Robin C 

R. W. Spalding, M.D., Lansing (formerly of Gobles, Buerki, M.D., Detroit, recently were re-elected as Trus 


Michigan), C. H. Palmer, M.D., Hartford, and A. H (Continued on Page 904) 
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MICHIGAN BLOOD 


can maintain higher levels 





of physiologically active calcium 





with 


M RI N “BETTER ASSIMILATED 
CALCIUM’ * 


and Natural Trace Minerals from OYSTER SHELL 


In Four Combinations with Vitamins and Iron 


| No Leg Cramps 
| More Ionized Blood Calciun 
Fewer Secondary Anemia Problems 
| Better Tolerated Iron Therapy 
| Economical Medication 


Individualize Your Patient! 


OS-CAL OS-VIM 


Oyster Shell Calcium yster Shell Calcium 
Natural Trace Minerals B-Complex 
Vitamin D Vitamins A-D-C-I 
DOSAGE: | tab. ti.d Natural Trace Minerals 
Ferrous Sulfate 
DOSAGE: | tab. t.i.d 


OS-fee-CAL OS- feo-VIM 


Therapeutic Iron Therapeutic Iron 

Oyster Shell Calcium Oyster Shell Calcium 
Vitamin D Vitamins A-D-C-B6 and K 
Natural Trace Minerals Natural Trace Minerals 


DOSAGE: | tab. t.i.d DOSAGE: | tab. daily 


note low dosages! 


A IQ LABORATORIES, Ine. 
2910 Grand Ave ° Kansas City, Missouri 


*HARDY, J. A Obstet. & Gynec. (Nov., 1956) 
JuNnF, 1958 
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i a 
“i protein 
COMPLETE "PROTEIN 


Complete protein 
is essential to 
the maintenance 
of body cells 


Constant daily replacement 
of protein forming the cells of blood, skin, 
muscle, nerve, bone, and even teeth, is 
necessary to maintain health and vigor. In 
order that this process be maintained, the 
diet must contain adequate quantities of 
“complete protein’ with all of the essential 
amino acids for simultaneous ingestion. 


The Wisconsin Alumni Research Founda- 
tion has licensed the production of such a 
complete protein in the form of V!° Protein 
Concentrate. V!° Protein is eomposed entire- 
ly of grains, yet results of laboratory tests by 
the Foundation show that it has a protein 
efficiency value equal to casein, the high 
quality protein standard commonly used in 
protein evaluation work. * 


Now V!° Protein is available in Michigan in 
V0 Protein Bread and V"’ Protein Graham 
Crackers. These delicious foods add variety to 
the daily dietary requirement for protein. V'" 
Protein Bread and Graham Crackers will great- 
ly aid in the planning of meals and will help 
promote health and vigor for all age groups. 


WISCONSIN *A complete report on these animal 


ALUMNI feeding studies is available on 
request. Address WISCONSIN 

RESEARCH ALUMNI RESEARCH FOUNDATION, 
FOUNDATION P. O. Box 2217, Madison 1, Wis. 


Continued from Page 902) 
tees of Michigan Hospital Service (Blue Cross). Newly 
elected to the Board was James W. Logie, M.D., Grand 
Rapids 
* * * 

Theodore P. Eberhard, M.D., Ann Arbor, was elected 
First Vice President of the American Radium Society 
at its fortieth annual meeting in Hollywood, Florida 


recently. Congratulations, Doctor Eberhard! 
* 


Lyndle R. Martin, 
M.D., Grosse Pointe, 
has won the Detroit 
Edison Company's an- 
nual Alex Dow Award 
for outstanding 
achievement Tr he 
award, established in 
1946, was presented 
to Doctor Martin on 
April 30. Congratula 
tions, Doctor Martin! 


* . 

MSMS President George W. Slagle, M.D... Battle 
Creek, has been named one of six judges for Michigan's 
First Search for New Hospital Achievements contest 
The contest, sponsored by the Michigan Hospital As- 
sociation and Michigan Hospital Service, offers $4,000 
in cash awards to hospital employes for the best ideas 
contributing to money-saving improvements in member 
hospitals of the Michigan Hospital Association 

a 

The Institute of Ophthalmology of the Americas (of 
the New York Eye and Ear Infirmary) announces a 
series of Postgraduate Courses for Ophthalmologists, 
November 3, 1958 through January 9, 1959. For list 
of courses and complete information, write Tamar 
Weber, Registrar, 218 Second Avenue, New York 3 

* * * 

A. D. Ruedemann, Sr., M.D., Detroit, is President, 
Lester D. McCullough. M.D., Detroit, is Secretary and 
Robert J. Crossen, M.D., Detroit, is Treasurer of the 
Detroit Ophthalmological Society. 

* + # 

The Health Insurance Institute reports that in the 
period from January | through December 31, 1957 
over $141.5 million was paid to help cover the cost 
of hospital and doctor bills, and to replace income lost 
through sickness or disability, by insurance companies 
to the people of Michigan. This represents a 19.2 
per cent gain over the 1956 figure of $118.7 million 

The national increase was 16.1 per cent. People 
throughout the United States received a total of $2.5 
billion in benefits in 1957. 

* 7 * 

The American Drug Manufacturers Association and 

the American Pharmaceutical Manufacturers’ Associa- 


(Continued on Page 906) 
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BIFRAN 


In addition to dulling the appetite, 


‘ elevating the mood, and easing anxiety, 
with a Bifran tablets contain the plus factor, 
Cholan DH" (dehydrocholic acid, Maltbie). 
plus factor This hydrocholeretic maintains a normal 
. . flow of. bile, thus avoiding the physio- 
in treating logical consequences of low fat intake 

in the usual dietary program. 
Prescribe Bifran tablets for your over- 

weight patients. 


the overweight 


Each Bifran tablet contains 5 mg 
methamphetamine hydrochloride, 200 
mg. dehydrocholic acid (Maltbie), and 
15 mg. pentobarbital. 

Supplied: Bottles of 100, 500, 1,000 


MALTBIE LABORATORIES DIVISION *« WALLACE & TIERNAN INC. « Belleville 9, N. J. 


PBN-8! 
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(Continued from Page 904) of the National Academy of Sciences. Doctor Francis 


tion will be merged as of July 1, with William B has been a member of this thirty-man governing board 


Graham, President of Baxter Laboratories of Chicago as since 1948 Election to the’ group is considered one 
at- 


President. The merger occurred at the fifty-first annual of the highest honors that American scientists can 


meeting of the APMA at Boca Raton, Florida tain. Congratulations Doctor Francis! 


* + * 7 * - 


Peter B. Rastello, M.D., Warren, is President of the The first electronic larynx, to aid the voices of 


Michigan Industrial Medical Association. Officers elect- thousands of cancer victims who have had their larynx 


ed at the annual meeting held recently in Grand Rapids removed, is called the Cooper-Rand Electronic Speech 
are: Wilfred N. Sisk, M.D., Kalamazoo, President-Elect; Aid [he new device is a six-ounce compact, self- 
Duane L. Block, M.D., Dearborn, Vice President: Wil- powered transistorized oscillator, which can be adjusted 
liam Jend, Jr., M.D., Detroit, Secretary-Treasurer. to reproduce tones from 90 cycles to 120 cycles, the 
* * #* male fundamental voice range. A model for female 
Seward E. Miller, M.D., has been appointed Director users is available with the tone one octave higher. In 
of the newly organized Department of Industrial Health, quiries may be addressed to the Rand Development 
University of Michigan School of Public Health. Doctor Corporation, Cleveland, Ohio. 
Miller is a 1931 medical school graduate of the Uni- piece 


versity of Michigan. The American Medical Association, through its Coun 


ie .-© cil on National Defense, is sponsoring its Sixth Annual 


Benjamin Barenholtz, M.D., Detroit, is President of National Civil Defense Conference, on Saturday, June 


the Michigan Society of Neurology and Psychiatry, and 21, 
particulars and program, write Frank W. Barton, Sec- 


Sheraton-Palace Hotel in San Francisco. For full 
the Michigan District branch of the American Psychi- 
atric Association. Other officers for 1958-59 are: Ivan retary AMA Council on National Defense, 535 North 
4. LaCore, M.D., Pontiac, President-Elect; Eugene J Dearborn Street, Chicago, Illinois 


Alexander, M.D., Detroit, Secretary; John A. Belisle. =< 
M.D. Eloise. Treasurer. Doctor, do you plan to present a talk on cancer in th 


a aa near future? If so, the American Cancer Society can 


Thomas Francis, Jr., M.D., has been re-elected for a be of high help to you. More than 500 color slides 


three-year term as a member of the governing council (Continued on Page 908) 


NEW) <flavor-timed’’ dual-action 
_ CORONARY VASODILATOR 


Dikcoron.... 


ORAL (tablet swallowed whole 
for dependable prophylaxis 


ANGINA PECTORIS 


SUBLINGUAL-ORAL 
for immediate and 
sustained relief 


For continuing prophylaxis patient swallows 
the entire Dilcoron tablet. 

Average prophylactic dose: 
1 tablet four times daily. 

CITRUS “FLAVOR-TIMER” — Therapeutic doce: 


signals patient when to swallow 1 tablet held under the tongue until citrus 
flavor disappears, then swallowed. 

PENTAERYTHRITOL TETRANITRATE — Bottles of 100. 

15 mg. (1/4 grain)—prolongs action (|) 


NITROGLYCERIN — 
0.4 mg. (1/150 grain)—acts quickly 


iithre LABORATORIES NEW york 18. ¥ 
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with new 


CARI RAX 


why PETN? 


why ATARAX? 


why combine the two? 


NEW YORK 17, NEW YORK 
Division, Chas. Pfizer & Co., Inc. 


*Trademark 
June, 1958 
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C PETN + Oat x5) 


(penta « ANITRA (eran xvzine) 


For cardiac effect: PETN is “... the most effective drug 
currently available for prolonged prophylactic treatment 
of angina pectoris.’" Prevents about 80% of anginal attacks. 


For ataractic effect: One of the most effective—and probably 
the safest—of tranquilizers, ATARAX frees the angina patient 
of his constant tension and anxiety. Ideal for the on-the-job 
patient. And ATARAX has a unique advantage in cardiac 
therapy: it is anti-arrhythmic and non-hypotensive. 


For greater therapeutic success: In clinical trials, CARTRAX 

was demonstrably superior to previous therapy, including 

PETN alone. Specifically, 87% of angina patients did better. 

They were shown to suffer fewer attacks . . . require less 

nitroglycerin ... have increased tolerance to physical effort 
. and be freed of cardiac fixation. 


1. Russek, H. I.: Postgrad. Med. 19:562 (June) 1956. 

Dosage and Supplied: Begin with 1 to 2 yellow CaRTRAX “10” 
tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times daily. 
When indicated this may be increased by switching to pink CARTRAX 
‘20" tablets (20 mg. PETN plus 10 mg. ATARAX.) For convenience 
write “CARTRAX 10” or “CARTRAX 20.” In bottles of 100. 

CARTRAX should be taken 30 to 60 minutes before meals, on a 
continuous dosage schedule. Use PETN preparations with caution 
in glaucoma. 
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Continued from Page 906) 
are available for giving talks on various phases of 


cancer. These slides may be borrowed at no cost to 


for modern 


you. Just contact the American Cancer Society, South- 
eastern Michigan Division, 4811 John R. Street, De- 
troit, if you are in Wayne, Oakland or Macomb Coun- 
control of ty; if you are in one of the other eighty counties of 
the state, write American Cancer Society, Michigan Di- 
Z vision, 1205 East Saginaw St., Lansing, Michigan 
salt retention 
GEORGE KAMPERMAN ANNUAL 
LECTURESHIP INSTITUTED 
edema On March 27, 1958, Wayne 
State University College of Medi- 
cine, officially notified Georg 
Kamperman, M.D., of the institu 
tion of The George Kamperman 
Annual Lectureship of Wayne 
State University College of Medi- 
ide . cine, and personally handed to 
Tablets him a citation 
Dr. Kamperman graduated from 
the University of Michigan Medi- 
cal School in 1907, following 


he was an instructor in the Department of Ob- 


@ effective oral diuretic with no si wre 

nificant gastrointestinal irritation! stetrics and Gynecology until 1912. He has practiced 

in Detroit since that time and was Chief of the Depart- 

ment of Obstetrics and Gynecology at Harper Hospital 

@ Suitable for lon rm mainte from 1922-1945. Since his retirement as Chief of this 

nance therapy. Department, he was appointed a member of the Board 
of Trustees of Harper Hospital. 

es He was a founding member and first president of the 

@ eliminates need for injections in Detroit Gynecological Society and again served as pres- 

certain cases, lengthens interval ident when this society was reorganized to form the 

Michigan Society of Obstetricians and Gynecologists 

petween injections in others : ne 

/ He was a founding member of the Central Association 

of Obstetricians and Gynecologists and is also a past 

®@ basically different in chemical! president of this organization. He is a member of 

Gructure. exiabiliens: tie tansen- the American Gynecological Society and a founding 

‘ member of the American College of Obstetricians and 

tic choice in organic mercurials Gynecologists. He is a Fellow of the American College 

of Surgeons. 

DOSAGE: | to 3 tablets daily as required In recognition for his contributions to the specialty 

and his eminence as a teacher, the University of Mich- 

SUPPLIED: A igan conferred upon him an honorary degree of Mas- 

of 100 and 1000 lso available ter of Science. Through his Residency Program at 

: Harper Hospital, Dr. Kamperman has been responsible 

CUMERTILIN Sodium Injection, 1- and 2-cc 

ampuls, in boxes of 12, 2 nd | anc¢ gynecologists in Michigan and other parts of the United 

)-cc. vials, individually and in boxes States. The establishment of Maternal Mortality Studies 

10 and 100 in Detroit and Michigan resulted from his efforts 


for the training of a large number of obstetricians and 


CITATION 
To: Doctor Greorce KAMPERMAN, Greetings 
Wuereas, YOU have practiced obstetrics and gyne- 
cology in a masterly, wise and humane manner in the 
City of Detroit and in Wayne County for forty-six 
years 


THE G. A. INGRAM COMPANY and you served ably as Professor of Gynecology at The 


Med Wasdeend Kevenns, Baek 1 Bb. — College of Medicine in your early years in De- 


(Continued on Page 910) 
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gGFqreritas 
in 

PREVENTIVE GERIATRICS 
a FIRST from TUTAG ! 


Now — 20 to 1 Androgen-Estrogen 


(activity) ratio* ! 


Molybdenum 
Cobalt 

Copper 

Vitamin A 
Vitamin D 
Vitamin Ff 

Cal. Pantothenate 


Write for Lates 


*REFERENCE: J.A.M.A. 163: 359, 1957 


February 2) 


5. J. TUTAG & COMPANY [Z9iAG] DETROIT 24, MICHIGAN | 


Multi-Service’ X-Ray 
Unit. 300, 200, 100 Ma 


Mobile ‘Multi- 
Service’ X-Ray Unit 
300, 200, 100 Ma. 


""Spacesaver™ 
Fluoroscope 


Jung, 1958 





HOW IMPORTANT DO YOU CONSIDER 
PROMPT AND EFFICIENT SERVICE? 


For more than thirty years an office has been maintained 
in Detroit to be in a better position to supply the Michigan 
Medical Profession with prompt and efficient service on 
Fischer X-Ray, Physical Medicine and Rehabilitation 
Equipment. 


A large crew of capable factory-trained representatives 
is maintained in Michigan to give prompt service through- 
out the state. 


Because of this competent service and the high quality 
of Fischer products, there are many satisfied users in 
Michigan. 


H. G. FISCHER & CO. 
OF DETROIT 


H. M. Berry 
M. V. Scudder 


J. N. Griffith 
L. H. Wolfe 


21406 Fenkell Ave., Detroit 23, Michigan 
Phone: KE 7-4140 
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""Space-saver™ X-Ray 


Unit. 
200, 100, 75, 50, 30 Ma 


Portable Ultrasonic 
Generator. F.C.C. 
Type Approved. 


Short Wave Diathermy 
Unit. F.C.C. Type 
Approved. 
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KLING’ 


Conform Bandage 

the amazing all-cotton bandage that: 
Clings to itself — prevents slipping 
Stretches — for controlled pressure 
Conforms — to any body contour 


* TRADEMARK 


ek 


TRADEMARK 


Butterfly Closure 
e Center section does not stick 
to wound 
e Super-Stick adhesive holds 
wound edges together 
e Sterile — Waterproof 
Products of 


speyine: mpencn 


THE G. A. INGRAM COMPANY 
4444 Woodward Ave. 


Detroit 1, Mich. 
Te. 1-6880 
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and you have, by precept and example, represented 


at all times the very best and safest in the practice of 
obstetrics and gynecology. 
and as chief obstetrician and gynecologist at Harpe 
Hospital, you there built up a training service which 
gained national eminence, 
and on that service you and your associates trained 
several score fine obstetricians and gynecologists, 
and you were one of the physicians mainly responsible 
for founding the Michigan Society of Obstetricians and 
Gynecologists, achieving its advent as a development from 
the old Detroit Obstetrical Society, 
and you were one otf the first group of Detroit phy- 
sicians to instigate the investigation and study of th: 
maternal deaths in Wayne County as a formal activity 
of a special committee of the Wayne County Medical 
Society. 
and today you are recognized as one of the principa 
physicians whose labors have brought the practice of 
obstetrics and gynecology in this region to its present 
commendably high estate, 
and you are so deservedly respected and held in high 
esteem and sincere affection by your contemporary 
and junior colleagues, and by a host of grateful patients 
as well 
The Department of Obstetrics and Gynecology of 
Wayne State University College of Medicine does hereby 
institute 
Tue GreorGe KAMPERMAN ANNUAL LECTURESHIP 
in your honor 
Detroit, Michigan Gorvon H. Scort 
March 27, 1958 Dean 
CHaAs. S. STEVENSON 
Professor and Chairman 
Departn ent of Obstetric 
and Gyne 2) 


* * * 


The 11th Annual Conference on Aging, sponsored by 
the University of Michigan, Michigan State Medical So- 
ciety et al, will be held in Ann Arbor, June 23-25, 
1958. The theme will be “Social Gerontology and Its 
Applications.” For program, write Dr. Wilma Dona- 
hue, Secretary, Rackham Memorial Building, Ann Arbor 


* . . 


Who is primarily affected by the plague of housing 
decay? As in the case of tuberculosis, it is a plague 
of the people and not merely an affliction of the health 
director or his department. We could never expect 
to control tuberculosis without the understanding co- 
operation of the public Tuberculosis services, case- 
finding programs, hospitals and sanatoria, rehabilitation 
services, financial aid for the patient and family, and 
the health department itself exist only because the public 
believes in them as a means toward success in the 
struggle against the tubercle bacillus. Health education 
provides the thread that binds the program together 
so that failure is denied.—Henry F. VauGcuHan, Dr 


P.H., Am. J. Pub. Health, March, 1956 
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Use Tax: Tangible personal property purchased from 
vendors located outside the state of Michigan is subject 
to the three per cent use tax. 

MSMS members having taxable purchases to report 


are requested by the Michigan Department of Revenue 
(Continued on Page 912) 
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Make sparkling radiographs... 


order fresh SUPERMIX * TODAY 


STAIN-LESS SPEED 
SUPERMIX LIQUIDS DEVELOPER REFRESHER FIXER*® FIXER 


26 oz. makes | gal. $1.42 $1.42 $1.22 $1.27 
12 or more, each 1.28 1.28 1.10 1.14 
80 oz. makes 3 gal. 3.84 3.52 
4 or more, each 3.46 3.17 
1 gal. makes 5 gal. 5.07 5.07 4.25 4.61 
4 or more, each 4.56 4.56 3.83 .. 4.15 


*Comes in 1 and 5 qt y, to make 1 and 5 ga 


® Stainless-steel processing tanks are no longer a luxury . . . Ask us 
for details on economical G-E “5-15-5” models. 





Your one-stop direct source for the 


FINEST IN X-RAY 


apparatus...service... supplies 


RESIDENT REPRESENTATIVES 





DIRECT FACTORY BRANCHES . FLINT 
E. F. PATTON Milbourne * FLint $ 


DETROIT 


3 
W. 7 Mile Rd, © KEnwood a was 


J. J. VICTOR 42 S. Quincy ° HE 


DULUTH JACKSON 
1 St. ¢ RAndolph 4-8648 E, J. RHINEHART, 231 N. Wisne: 


EAST GRAND RAPIDS 
J. E. TIPPING, 1044 Keneberry Way, S. E.¢ 











Treat the Entire Hemorrhoidal Syndrome 
with 


@) Co 
- Ay <— nectal, Aupp OATO'UPA 


ANESTHETIC - FRontocaine® HCI (10 mg.) 


— prolongs surface analgesia 
without irritation. 


DECONGESTANT - [Nleo-Synephrine® HCI (5 mg.) 


— reduces swelling and engorgement 
promptly —for extended periods. : 


ANTI-INFECTIVE - SSulfamylon® HCI (200 mg.) 
—is effective against both gram- . 
positive and negative bacteria. 
_ = Supplied in boxes of 12 — 
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(Continued from Page 910) 
to contact its Use Tax Division, Lansing, Michigan, for 


reporting forms (Ut-4a). 


* + * 


Michigan Health Council Medical TV Shows over 
WJBK-TV in April included: 
April 13—Dental Health—(Film—‘“Tooth and Conse- 
quences” 
April 20—Gallbladder Surgery Film—*“Gallbladder 
Surgery” 


April 27—“Dental Radiology’—Rene Rochon, D.D5S., 
Joseph A. Molner, M.D., Albert G. Richards, 
all of Detroit. 


VOLUNTARY HEALTH INSURANCE 
FOR THE AGED 

An article in the April, 1958, issue of the Chront 
Illness Newsletter, published bi-monthly by the AMA 
Council on Medical Service, describes some of the 
methods by which persons over sixty-five are being in- 
creasingly included in voluntary health insurance cover- 
age. The article breaks down various groups within this 
over-65 population by type of protection or lack of it 
describes a number of the programs currently under way 
by the Blue Shield-Blue Cross plans, private insurance 
companies, industry and others in extending voluntary 
health protection for these groups, and analyzes the so- 
cloeconomic forces behind a rising trend in coverage of 
Additional copies of this 


issue of the Newsletter are available on request from the 


this section of the population 


Council 








MEDICAL MEETINGS / 


1958 
June 


20-21 Upper Peninsula Medical 
July 

24-25 Coller-Penberthy Clinic 
September 30- 


October 1-2-3 MSMS Annual Session 


Meeting 


AND CLINIC DAYS 


Marquette 


Traverse City 


Detroit 











We wish to announce that on or about 


July 1, 1958 


RANDOLPH SURGICAL SUPPLY COMPANY 


Will be located in their new quarters at 


13121 Woodward Avenue, Highland Park 3, Michigan 


Telephone: TOwnsend 9-7000 
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Of course, (fie aN women like “Premarin” 


Therapy for the menopause syndrome Doctors, too, like “Premarin,” because 
should relieve not only the psychic it really relieves the symptoms of the 
instability attendant the condition, but menopause. It doesn’t just mask them — 
the vasomotor instability of estrogen it replaces what the patient lacks — 
decline as well. Though they would have | natural estrogen. 

a hard time explaining it in such medi- 


a 6 9 
cal terms, this is the reason women PRE M ARIN R 


like “Premarin.” conjugated estrogens (equine) 


Ayerst Laboratories * New York 16, New York « Montreal, Canada 


584 





EPHS RETREAT 


Member: American Hospital Association 
Catholic Hospital Association 


National Association of Private 
Mental Hospitals 


The Central Neuro-Psychiatric 
Hospital Association 


Under the direction of the 
Daughters of Charity of St. Vincent de Paul 


Serving Metropolitan Detroit 
and Michigan almost a century 


Martin H. Hoffmann, M.D. 
Medical Director 


23200 West Michigan Avenue 
Dearborn 
Logan 1-1400 
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To the Editor: 

The recent report of the Ad Hoc Committee of the 
Surgeon General of the United States, after weighing 
the advantages and disadvantages of BCG vaccination, 
states: “It is believed, however, that the advantages 
of vaccination outweigh the disadvantages for tuber- 
culin negative persons who are exposed to a definit: 
risk of infection, especially if they cannot be retested fre- 
quently with tuberculin.” 

This Committee recommended BCG vaccination for 
those groups recommended by the American Trudeau 
Society, the American College of Chest Physicians, the 
American Medical Association, and the Medical Advis- 
ory Committee of Research Foundation. 

The specific groups recommended for BCG vaccination 
by the American Trudeau Society are: (1) doctors, med- 
ical students, and nurses who are exposed to tubercu- 
losis; (2) all hospital and laboratory personnel whose 
work exposes them to contact with the bacillus of tuber- 
culosis; (3) individuals who are unavoidably exposed to 
infectious tuberculosis in the home; (4) patients and 
employes in mental hospitals, prisons, and other custo- 
dial institutions in whom the incidence of tuberculosis 
is known to be high; (5) children and certain adults 
considered to have inferior resistance and living in com- 
munities in which the tuberculosis mortality rate is un- 
usually high. 

There have been numerous inquiries from all parts 
of the United States as to where BCG vaccine may be 
obtained. In order to assist those interested, the fol- 
lowing information is offered: 

BCG vaccine may be obtained by any licensed phy- 
sician in the United States and its territories by writ- 


\ATIONS 


ing to the laboratories of Research Foundation and the 
University of Illinois, the only institutions licensed to 
produce and distribute BCG in this country. The ad- 
dress of Research Foundation is: 70 West Hubbard 
Street, Chicago 10, Illinois 
Sot Roy RosENTHAL, M.D., Ph.D 
Medical Director, Research Foundation, and 
Director, Institution for Tuberculosis Research, 
University of Illinois 


L. A. Drolett, M.D 

Chairman MSMS Committee on Legislation 
Lansing, Michigan 

Dear Doctor Drolett: 

Just read your Legislative Report of April 24. 
Thought it might gratify you to know that it strikes 
me as a masterpiece of service to those of us who closely 
follow what goes on in the Michigan Legislature 

I commend the contents of your report 

Sincerely, 
S. L. Loupge, M.D. 
Dowagiac, Michigan 


GUIDE FOR COMMITTEES ON AGING 
“Suggested Guides for Medical Society Committees on 
Aging” is the title of a new booklet being prepared by 
the AMA’s Committee on Aging for use by state and 
county medical societies The booklet contains sugges- 


tions as to purposes of a medical society committee 


1) 
9 


on aging; ( membership and format 3) tenure of 
members; (4) meetings. and (5) activities. Copies of 
the pamphlet will be available from the Council on 


Medical Service. 








BRIGHTON HOSPITA 


A non-profit Foundation 


FOR ALCOHOLISM 


A facility designed to rehabilitate or to aid 
the addict in arresting his addiction. 


Walter E. Green, M.D., Superintendent and Medical Director. 


9 


Brighton Hospital meets the stand- 
ards established by the Michigan 
State Board of Alcoholism and is 


recommended by that Board. 


12851 East Grand River 
(U.S. 16) 
Brighton, Michigan 
Academy 7-1211 
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New unit has big 9x16-inch chamber, 
bulk supply rack, two oversize trays; 
one 8'/, x 15°. In addition, unit 
nas built-in water level gauge, re- 
versible door swing, smooth, easy-to 
clean surface. 


Medical Arts Supply Company 
233 Washington S.E. Phone GL 39-8274 
Grand Rapids 2, Mich. 





W | , 
Cattle’: Thee 990. Aalialan 


and just look at its features! 


STYLE—a beauty! All mechanical parts enclosed 
in a streamline casing of Coral, Jade Green, 
or Silvertone. 


SIMPLICITY—a cinch to run! Single-dial control 
makes sterilizing as simple as push-button ra- 
dio tuning. 

SPEED—ultra-fast! Double shell gives standby 


steam reserve for instant readiness. 


SAFETY—foolproof! Safety door, safety fill, safe- 
ty baffle, safety timer, safety air evacuation, 
safety insulation. 


CALL US FOR A DEMONSTRATION 
Medical Arts Pharmacy 


20-24 Sheldon S.E. Phone GL 9-8274 
Grand Rapids 2, Mich. 


& 
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and inflammation 


with BUFFERIN 
IN ARTHRITIS 


salicylate benefits with 
minimal salicylate drawbacks 


Rapid and prolonged relief — with less intoler- 
ance. The analgesic and specific anti- 
inflammatory action of BUFFERIN helps re- 
duce pain and joint edema—comfortably. 
BUFFERIN caused no gastric distress in 70 
per cent of hospitalized arthritics with 
proved intolerance to aspirin. (Arthritics 
are at least 3 to 10 times as intolerant to 
straight aspirin as the general population.*) 
No sodium accumulation. Because BUFFERIN is 
sodium free, massive dosage for prolonged 
periods will not cause sodium accumula- 
tion or edema, even in cardiovascular cases. 


Each sodium-free BuUFFERIN tablet contains acetyl- 
salicylic acid, 5 grains, and the antacids magnesium 
carbonate and aluminum glycinate. 


Reference: 1. J.A.M.A. 158: 386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYER® 


Bristol-Myers Company 
19 West 50 St., New York 20, N.Y 
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Acknowledgments of all books received will be made in this column, 
and this will be deemed by us as full compensation to those 
sending them. A selection will be made for review, as expedient. 


BOOKS RECEIVED 
FAT CONSUMPTION AND CORONARY DISEASE 


The Evolutionary Answer to this Problem \ bask 
approach to the prevention and arrest of coronary 
disease. By T. L. Cleave, M.R.C.P.(Lond.) Surgeon 
Captain, Royal Navy With a Foreword by Percy 
Stocks, C.M.G., M.A., M.D.(Camb.) F.R.C.P.(Lond.), 
F.S.S., Senior Research Fellow, British Empire Can- 


Protection against loss of income from cer Campaign, late Reader in Medical Statistics, Gal- 


accident and sickness as well as hospital ton Laboratory, University of London; Chief Medical 
Statistician, General Register Office New York: 
expense benefits for you and all your Philosophical Library, 1958. Price $2.50 


eligible dependents. 


UNITED STATES ATOMIC ENERGY COMMIS- 
SION. Progress in Peaceful Uses of Atomic Energy 
July-December, 1957. Washington, D. ¢ United 
ALL PHYSICIANS States Government Printing Office, January, 1958 

SURGEONS For sale by the Superintendent of Documents, U. S$ 
Government Printing Office, Washington 25, D. C 
COME FROM wrth Price $1.25 


PHYSICIANS’ DESK REFERENCE to Pharmaceutical 
Specialties and Biologicals. In five sections An ar- 


PHYSICIANS CASUALTY & HEALTH bitrary page numbering plan to facilitate the com- 


pilation of this reference book. Section One (Pink 

¢ Alphabetical Index; Section Two (Yellow Drug, 

ASSOCIATIONS Chemical and Pharmacological Index; Section Three 

OMAHA 31, NEBRASKA Blue). Therapeutic Indications Index: Section Four 

Since 1902 White), Professional Products Information: Section 

Five Green), General Professional Information ] 

Paul Folsom, General Manager; Henrietta Bull, Man- 

aging Editor: J. E. Hoven. Production Director: Rob- 

ert C. Batterman, M.D., Editorial Consultant. Ora- 
dell, N. J.: Medical Economics, Inc., 1957 


Laboratory Sxaminations ‘HOLESTEROL AS RELATED TO ATHEROSCLE- 


ROSIS A Review of the Literature, 1950 to July, 
“ ms ‘ 1957 Prepared by Helen I. Mattill, Ph.D., Depart- 
Tissue Dia nOSiS ment of Physiology, College of Medicine, State Uni- 
9 versity of Iowa, Iowa City. Iowa. This research was 

generously supported by a grant from the Cereal 
Institute, Inc 135 South LaSalle Street, Chicago 3 
Allergy Tests Hematology A research and educational endeavor devoted to the 
betterment of national nutrition Members of the 
P — Stai Cereal Institute : Albers Milling Company, Los An- 
apanicolaou tain geles, California; Post Cereals Division, General Foods 
Bacteriology Corporation, Battle Creek, Michigan; General Mills, 
Pregnancy Tests Inc., Minneapolis, Minnesota: Kellogg Company, Bat- 

Basal Metabolism tle Creek. Michigan: Malt-o-Meal Company, Minne- 
i A apolis, Minnesota: National Biscuit Company, New 
Protein Bound lodine York, New York: The Quaker Oats Company. Chi- 
cago, Illinois: Ralston Purina Company, St. Louis, Mis- 


Electrocardiograms Urinalysis souri: Van Brode Milling Company, Inc Clinton, 
Massachusetts. 








Autopsies 


Chemistry 


Serology—Kahn and Wassermann ‘ACTS ABOUT PHARMACY AND PHARMACEU- 


TICALS. Material in this booklet may be reprinted 
without permission. Library of Congress Catalogue 


Card No. 58-9529. New York: Health News Institute 


CENTRAL LABORATORY 1958. Price, $1.25 (Quantity prices quoted on re- 


quest). 
Oliver W. Lohr, M.D., Director Pi ee oe 
4IFE’S E AND FL 9 ook of Poems 
537 Millard Street fame oP Brown, M.D. New York:  enneitine 
Saginaw, Michigan Press, 1958. Price $3.00. 
PHONE: Pleasant 2-4100 A Michigan doctor has let his pen turn to poetry and 
2-4109 gives us a book of poems which are very readable and 
very consoling. For relaxation, we think it is a valu- 


able book. 
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SURGERY IN WORLD WAR II: OPHTHALMOL- thalmologic and otolaryngologic service during the war 
OGY AND OTOLARY NGOLOGY Medic al De part- It gives details of establishing units, numbers of men 
ment, United States Army Editor-in-Chief, Colonel ay lable lif . f the an ‘ty he the. eek 
John Boyd Coates, Jr.. MC. Editor for Ophthalmol- o be availa " qualifications of the men to do he ’ 
ogy, M. Elliott Randolph, M.D. Editor for Otolaryn- and a very large amount of valuable material in every 
gology, Norton Canfield, M.D Associate Editor, Eliz- line in the field. It is well printed and well illustrated 


abeth M. McFetridge, M.A Washington, D. (¢ 
Office of the Surgeon General, Department of the 


Army, 1957 Price $5.00 


This remarkable book tor the extremely low price 


a work of art It goes into detail 


concerning 


DOCTOR’S LIBRARY 














with good type, and is easily readable. It would be a 





very valued addition to the library of any ophthalmol- 
ogist or otologist, especially if they served during any 


wal We are pleased with the book and have found 





the opl some very valuable ideas in it 











The purity, the 
wholesomeness, 
dal-meler-l ame) 
OFeTor- 1s Oe) 
refreshment has helped 
make Coke the 
best-loved sparkling 


drink in all the world. 


DRINK 





Plainwell 


Sanitarium 
PLAINWELL, MICHIGAN 
Member American Hospital Association 
EDWIN M. WILLIAMSON, M.D. 
Psychiatrist-in-Chief 
Professional care for the nervous 
and mentally ill. 
Telephone MUrray 5-8441 




























Restful Six-acre Estate Overlooking the Kalamazoo River 
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Classified Advertising 


$2.50 per insertion of fifty words or less, with an 
additional five cents per word in excess of fifty. 








WANTED: Young or middle aged physician or recent 

i graduated intern. Forty-hour work week, starting 1m- 

AVOIDING i mediately or commitment for future date. For an 
CONJECTURAL CRITICISM exclusive NW Detroit practice, $12,000 a year guaran- 
tee plus per cent of net and chance for part of prac- 
tice with no investment if satisfied. Write: Director, 


——. a - ae 
19354 James Couzens, Detroit 35, Michigan 


Specialized Serucce BUSY. MATURE, Michigan General Practitioner de- 


makes our doctor eager sires associate or partner so he may curtail work 
Midwest on big lake Excellent opportunity for 

== - generalist or perhaps specialty. Accredited hospital, 

MEDICAL PROTECTIVE COMPANY excellent schools, churches. Will enlarge well-equipped 
Four Ware, Inptans office. In very pretty, small city. Good fishing, hunt- 

ing and boating Write: Box 7, 606 Townsend 


Professional Protection Exclusivel : . 
" Y Street, Lansing, Michigan. 


since . 1899 


FOR RENT: Medical suite now vacant in Lansing’s 
Colonial Village Medical Building. Five rooms and 
laboratory on ground floor. Heat and air conditioning 
DETROIT Office furnished. Contact: Harold V. Hodge, 4591 Nakoma 
tel Drive, Okemos, Michigan Telephone EDgewood 

George A. Triplett and Richard K. Wind | | 9.6280 
winesenaenes DETROIT MEDICAL GROUP of fourteen men has 
2405 West McNichols Road openings for positions in Internal Medicine, Obstetrics- 
Gynecology, and General Practice. Excellent oppor- 
Telephone University 2-8064 tunities for professional growth and development 
Write: Box 8, 606 Townsend Street, Lansing, Michi 

gan 


ASSISTANT SUPERINTENDENT—There is an im- 
mediate opening for an Assistant Superintendent with 
a salary range from $12,945 to $15,158; diplomate 
preferred with administrative experience. All Michi- 

gan Civil Service benefits. For additional information 

SAMMOND PLEASANT LODGE write Medical Superintendent, Ionia State Hospital, 


Ionia, Michigan. 





Offers to the elderly and chronically ill GENERAL PRA( PICE F¢ IR SALE in Munising, 
Michigan Established fifteen years Completely 
equipped office, same space available. Complete files, 
Peace and quiet. Freedom of a large and richly will introduce. Open hospital. Excellent opportunity 
furnished home and acres of lawns and wooded for man starting or returning veteran. Down payment, 
rolling grounds, scientifically prepared tasty balance from income. Reason, ill health. Paper in- 


meals, cong | companionship. A real dustry, resorts, excellent fishing and hunting, 100 


miles east of new Mackinac Bridge. Good public and 
parochial schools. Write Mrs. B. C. Baron, 325 East 


"Home away from Home’ Varnum, Munising, Michigan 





aaa WANTED: Physician to take over well established 
Approved by the American Medical Association general practice in city of 100,000 population in north- 
and Michigan State Department of Social Wel- east Michigan. Ideally located in growing suburban 
fare—Highly recommended by members of the area. Modern, fully-equipped office on ground floor 
sig : : Will rent or sell on terms. Contact: Box 10, 606 
Medical Profession who have had patients at +r . - one 

Townsend, Lansing, Michigan 
the Lodge 


WANTED: Young General Practitioner interested in 
taking over an established general practice in suburban 
Detroit. Opportunity for permanent practice or asso- 
ciation. Income only limited to individual initiative 
Fully equipped office with well trained staff available 

SAMMOND PLEASANT LODGE with minimal investment, Reply to Professional Man- 

agement, 420 Madison Theatre Building, Detroit 26, 


124 West Gates Street Michigan 


For further information write to: 


Romeo, Michigan FOR SALE: Well 


established allergy practice in a 
Michigan city, population 170,000. Annual gross in- 
come $50,000. Physician retiring because of ill health 
Write: Box 5, 606 Townsend, Lansing 15, Michigan 
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MERCYWOOD SANITARIUM 


Conducted by Sisters of Mercy 


Treatment for Mild Nervous and Mental Disorders 


JACKSON ROAD ANN ARBOR, MICHIGAN 
NOrmandy 3-857! 
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bive me two good reasons 


why Buttermilk is a dietary food! 


LOW CALORIES, HIGH ESSENTIAL NUTRITION 


One glass, or !/2 pint, of plain Buttermilk (uncreamed) contains only 
87 calories; a whole quart, only 350. Yet uncreamed buttermilk con- 
tains all of whole milk's complete proteins, B vitamins, and minerals. 
One good dietary reason! 


BENEFICIAL BACTERIAL-ENZYME ACTION 


For many years Buttermilk has been prescribed as an aid in promoting 
healthful bacterial balance in the digestive tract, especially the lower 
tract. Second good dietary reason! 


me and Borden’ is extra good 
5 Borde Buttermilk! 


Making buttermilk sounds simple, but certainly isn't 
simple at all! Borden's Buttermilk has a pois repu- 
tation for fresh, sweet wholesome flavor. 


62 Fordens 


MICHIGAN MILK DIVISION 
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Enhances safety when more potent drugs 
are needed. 
Rauwiloid® + Veriloid” 
alseroxylon 1 mg. and alkavervir 3 mg. 
for moderate to severe hypertension. 
Initial dose, 1 tablet t.i.d., p.c. 


Rauwiloid® + Hexamethonium 
alseroxylon 1 mg. and hexamethonium chloride 
dihydrate 250 mg. 


in severe, otherwise intractable hyper- 
tension. Initial dose, 4 tablet q.i.d. 


Both combinations in convenient 
single-tablet form. 


Many such 


hypertensives have 


been on Pauwiloid 


for 3 years 


and more* 


for Rauwiloid IS better tolerated... 
‘“‘alseroxylon [Rauwiloid] is an anti- 
hypertensive agent of equal thera- 
peutic efficacy to reserpine in the 
treatment of hypertension but with 
significantly less toxicity.” 

*Ford, R.V., and Moyer, J.H.: Rau- 

wolfia Toxicity in the Treatment of 


Hypertension, Postgrad. Med. 23:41 
(Jan.) 1958. 


at bedtime 


After full effect 
one tablet suffices 


LOS ANGELES 





premenstrual tension 


responds very well to Compazine* 


agitation and apprehension are promptly relieved 
emotional stability 1S considerably improved 
nervous tension and fatigue are greatly reduced 
appetite and sleep patterns improve 


depression often disappears 


For prophylaxis: “Compazine’ Spansulef capsules provide all-day or 
all-night relief of anxiety with a single oral dose. Also available: Tablets, 


Ampuls, Multiple dose vials, Syrup and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, $.K.F. 





